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BY 
A. W. S. SICHEL, M.D., D.O., D.O.M.S. 


AN OPHTHALMOLOGIST 


Honorary Consulting Ophthalmic Surgeon, Groote Schuur Hospital, Capetown 


On this occasion, without doubt the most momentous 
event of my life, my first duty is to thank the Council, 
and through it the British Medical Association, for 
the great and unique honour conferred on me by my 
being invited to become its President for the ensuing 
year. Although the invitation to attend this meeting 
came perforce at short notice and placed me in a 
difficult position in making the necessary arrangements, 
my wife and I are delighted to be with you in London 
and deeply appreciate the very warm welcome extended 
to us. 

It was not without considerable hesitation and qualms, 
and after most serious consideration, that I agreed to 
accept the Presidency. By the cancellation of the Joint 
Meeting, due to be held in Johannesburg next month, 
all arrangements with regard to the appointment of 
office-bearers nominated by either Association in my 
opinion automatically fell away, including the office 
of the President-elect, who was to preside at the Joint 
Meeting. It was therefore with feelings akin to 
amazement that I received the invitation, despite the 
circumstances, to become your President. As President 
for the time being of the Medical Association of South 
Africa, I can but interpret it as a most wonderful and 
sporting gesture extended to my association and to the 
medical profession of the Union of South Africa ; for 
that reason alone I had no alternative but to assent. 
Without a passport Mahomet could not go to the 
mountain and so, strange to relate, the mountain has had 
to come to Mahomet. 

Prior to the establishment of the first school of medi- 
cine in South Africa, that associated with the University 
of Capetown, all South Africans desirous of entering 
the medical profession were compelled to go overseas 
to pursue their studies, and by far the greatest number 
entered the medical schools of the United Kingdom 
and Ireland. Owing to the increased facilities now 
available in the medical faculties of the Universities of 
Capetown, the Witwatersrand, and Pretoria, the num- 
ber of undergraduate students proceeding overseas is 
greatly diminished, but there still are large numbers 
of doctors’ who, as in the past, are dependent for post- 
graduate training on the institutions of the “Old 
Country. On behalf of all my colleagues who have ties 
of one sort or another with your universities and post- 
graduate schools, I take this opportunity of expressing 
our deep gratitudé for all that the British Isles has 
meant to us and for what it has given to South African 
medicine. 

A Paradoxical Position 
_ Standing here at the moment I find myself placed 
‘n a somewhat paradoxical position, one to which only 


Pooh-Bah himself could do justice, in that I, as Presi- 
dent of the Medical Association of South Africa, must 
now convey to myself, as President of the British 
Medical Association, the cordial greetin of the 
Medical Association of South Africa, and the hope that 
the bond of affiliation that binds us will constantly be 
strengthened in the years to come. I am sure that it 
will be with your full approval that I, as President of 
the British Medical Association, convey to myself, as 
President of the Medical Association of South Africa, 
a message of reciprocal greetings to take back to South 
Africa on my return, and better luck on some future 
occasion. 

The cancellation of the Joint Meeting is a grievous 
disappointment to the members of both Associations, 
but this is not the occasion to comment on the causes 
that led to its abandonment. It will suffice for me to 
say that we in South Africa very much regret having 
been deprived of the opportunity to welcome and enter- 
tain our distinguished visitors.. Had circumstances been 
otherwise I am sure that your visit to the Union would 
have been most pleasant from the social standpoint, 
valuable and informative on the scientific side, and 
would have afforded you an opportunity of assessing 
for yourselves the many problems peculiar to the 
country which confront the Medical Association of 
South Africa in the exercise of its functions and the 
furtherance of the objects for which it was established. 

It now devolves on me, a duty I do not relish quite 
so much, to deliver the President’s Address. My hesi- 
tance is much increased by the presence in the audience 
of so many of the fair sex, but I am encouraged by 
bearing in mind the words of W. S. Gilbert, “When 
a man’s afraid a beautiful maid is a chéering sight 
to see.” The choice of a subject has given me much 
food for thought. The temptation to wander into the 
broad fields of medicine is very great, especially at the 
present time when so much attention is being focused 
on such topics as the relationship of the medical 
profession to the public and the State, the medical 
curriculum and postgraduate education, the status of 
the general practitioner, and the rapidly changing 
economic conditions to which the members of our 
profession are being forced to adapt themselves. 

Notwithstanding the lure of these aspects of medical 
practice, I have decided to confine myself to the subject 
about which I am most qualified to speak—namely, 
ophthalmology. This specialty, in some respects the 
Cinderella of medicine, does not often get the oppor- 
tunity to appear in the limelight on big occasions, and 
so, in the exercise of my prerogative and as a gesture 


to my fellow ophthalmologists, I shall pose for the nonce 
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as Prince Charming. Having in mind the injunction 
that my address should not be of a highly technical 
character, I propose to pause at the point I have reached 
after a period of more than thirty years spent in the 
practice and teaching of ophthalmology and, looking 
back, give you some impressions of what experience 
has taught me. My distinguished predecessor in office 
addressed you last year in Liverpool with eloquence 
which I cannot hope to emulate. While making “ no 
pretence to intellectual eminence or scholarship 
sublime,” I trust that my effort on this occasion will 
not have sunk in your estimation to the sump level of 
literary achievement, an up-to-date but crude version of 
“the idle thoughts of an idle fellow.” 


Advances in Ophthalmology 


The great advance of medical science during the last 
half-century, so spectacular in many other branches of 
medicine, is not so evident in ophthalmology. Much 
of what we know and practise has remained unchanged 
since the days of von Graefe and his contemporaries. 
Operative technique, particularly during the last decade, 
has been further evolved and improved to a notable 
degree. Examples that come to mind are the fntra- 
capsular method of extraction in operations for cataract, 
the diathermo-coagulation procedure in the operative 
treatment of detachment of the retina, and the art of 
corneal grafting. The miracle of replacing a diseased 
blind eye by a new and healthy one, while existing 
in the public imagination, is still an achievement beyond 
the realm of practicability. 

Great improvement is manifest, too, in the manufac- 
ture and fitting of spectacle lenses, and in the design 
of frames it is obvious that the artist plays no incon- 
siderable part. The introduction of contact lenses, and 
the precision with which they can be fitted, has reached 
a stage of perfection where in selected cases they may 
well replace complicated and cumbrous spectacles, 
particularly in conditions of conical cornea and high 
myopia. 

Diagnosis has been rendered more accurate and 
certain by reason of great improvement in the manufac- 
ture, and refinement in the design, of optical instru- 
ments and apparatus. Aided by such pretty but 
expensive toys with which to play, the work of the eye 
specialist has become more pleasant and interesting, but 
it is still true that it is the man behind the gun that 
matters. 

In the field of ocular therapeutics the introduction of 
modern agents, notably the sulphonamide drugs and anti- 
biotics, has brought a new era. No longer is ophthalmia 
neonatorum—purulent conjunctivitis of the newborn— 
the scourge it was now that the sulphonamides, 
penicillin, and its successors are available. It has been 
accepted in the past that 20% of all cases of blindness 
in adults are attributable to this mode of infection, but 
statistics of the future will prove beyond all doubt that 
we have available to-day most potent weapons in the 
prevention of blindness. The fact that whereas only 
a few years ago our ophthalmia neonatorum wards were 
filled to overflowing, while at the present time ..it is rare 
to see in them even a single babe, is to my mind the 
most dramatic episode in the history of ophthalmology. 

In practice to-day we are bewildered by the number 
and variety of elegant preparations that are available 
in ocular therapeutics ; but we must not allow ourselves 
to be swept off our feet by the rising tide of modern 


therapeutic substances so lavishly and artistically dis- 
played to us by advertisement and by literature, plus 
blotting paper, which every post deposits on our desks. 
There is still a place in the Pharmacopoeia for the 
homely zinc drop. The trend at present in all spheres 
of medicine is to overtreatment, which is something the 
average eye cannot endure too long without detriment. 
In dealing with diseases of the eye it is often wise to 
withhold treatment of any kind and allow that sensitive 
organ to recover from the therapeutic bombardment 
to which it has been subjected. It may even be that the 
eye-bath in the bathroom “ will surely not be missed.” 


Undergraduate and Postgraduate Training 


The place which ophthalmology should occupy in 
the medical curriculum remains a difficult problem. In 
my experience the average student in his undergraduate 
stage has no great interest in its study, regarding it 
rather as a minor hurdle which he has to clear in his 
run to the final year of the course. The average teacher, 
on the other hand, takes the opposite view, regarding 
each and every student as a budding specialist who has 
to be trained accordingly. It would be better if formal 
lectures were reduced in number to a necessary minimum 
and the basic teaching carried out by means of tutorial 
classes, whereby a few students at a time could be given 
more individual attention. 

In many medical schools the large number of students 
in the clinical years makes it well-nigh impossible to pre- 
sent this relatively small but important subject in a 
satisfactory manner. Undue stress is laid on the rarer 
conditions and not enough attention devoted to the 
trivial but common ailments which confront the general 
practitioner from day to day. It should never happen 
that, in the removal of a superficial foreign body from 
the cornea, this sensitive surface be denuded of a 
considerable portion of its epithelium. 

The question of postgraduate training likewise pre- 
sents difficulties, largely owing to the relatively small 
number of hospital appointments available to trainee 
specialists. Even the holders of such appointments are 
handicapped by the limited opportunities for acquiring 
for themselves experience in the performance of opera- 
tions. In surgery of the eye, perhaps more than in any 
other branch, seeing is one thing, doing is another. 

The eye is a very small organ in which can be ob- 
served in miniature certain phases of disease in general. 
Within its narrow confines are housed many clues to 
the problems of the clinician. The study of its patho- 
logy and its aberrations necessitates methodical examina- 
tion and accurate observation. In our investigation of 
clinical cases we should concentrate not only on the 
pathological but, remembering that the “eye is the 
window of the soul ; the intellect and will are seen in 
it,” endeavour to ascertain something of the psychologi- 
cal background, the importance of which is often 
forgotten when arriving at a diagnosis. 


A Tribute 


Any success which I may have achieved in my profes- 
sional career I attribute in large measure to the general 
training in medicine which I received from my former 
chief and teacher, the late Sir Thomas R. Fraser, 
Professor of Materia Medica and Clinical Medicine in 
the University of Edinburgh, to whom somewhat be- 
latedly I pay tribute. ; 
motto which hung in one of the side rooms of his 
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wards—" A little thing is a little thing, but faithfulness 
in little things is a very big thing.” I have endeavoured 
throughout my career, whether in my practice or in the 
affairs of my association, to make these words my 
lodestar. Fraser’s fame as a teacher was established 
not only by reason of his personality but by his in- 
sistence that clinical acumen can be acquired only by 
methodical observation and accurate description. This 
is a principle to be regarded as basic by all practitioners, 
but particularly by those who aspire to become 
successful ophthalmologists. 

To be master of his craft it is desirable that the 
ophthalmologist have reasonable knowledge of mathe- 
matics, physiological optics, pathology, neurology, 
dermatology, some experience of oto-rhino-!aryngology, 
but especially an intimate knowledge of general medicine 
and a sound training in the principles of surgery. It 
is inconceivable that any postgraduate student could 
afford the time, or possess the determination, to pursue 
his studies adequately in these several branches of 
medicine with a view to practising so narrow a 


specialty. No wonder we find among our most eminent 


ophthalmologists some who have achieved fame as 
skilful surgeons, some who are noted as good diagnosti- 
cians, others who shine merely as refractionists, and a 
small residue who have reached the pinnacle mainly 
by literary achievement. The late Mr. Harrison Butler, 
under whom I served for a period of two years as 
house-surgeon at the Birmingham and Midland Eye 
Hospital, in bidding me farewell on my return to South 
Africa in 1920, gave me this advice: “If you, can’t 
get on any other way, write a lot.” I happen to have 
got on fairly well by not taking this advice, but possibly 
ophthalmic literature is thereby the poorer. 

When reduced to terms of bread and butter, the large 
majority of eye specialists will be judged by the glasses 
they prescribe, the relative few by the sight they restore. 


Experience in Hot Climates 


I have wandered perhaps from my original objective, 
which is to record in some detail impressions of certain 
aspects of ophthalmology which have been of interest 
to me, as well as lessons learnt by dint of long experi- 
ence. “Ex Africa semper aliquid novi” is a phrase 
familiar to all of you, in terms of which I may be 
expected to describe the “ new look ” in ophthalmology. 
In this I fear you will be disappointed ; for, be my 
observations considered old-fashioned, hypercritical, 
or even foolish, the presentation of my subject is 
conventional. 

I claim, however, some justification for dealing with 
an aspect of ophthalmological practice unfamiliar to 
many of you who have had no experience of working 
in tropical or subtropical climates. The conditions to 
which I shall allude are not peculiar to South Africa, 
but occur in many parts of the world where Europeans 
have settled in environments for which they were not 
designed by Nature. This is a theme which has not 
been expounded sufficiently to the public, not even by 
the numerous “digests” which. present the world’s 
literature in small doses. Just as a polar bear might 
not be at home in the Sahara, so there are individuals 
living in various parts of the globe whose eyes are not 
happy. In South Africa, for example, the greater section 
of the European population are the descendants of 
settlers who came originally from northern climes, 
endowed with light-coloured eyes and delicate skins. 


Those of us who practise in regions where there is 
abundance of glare, heat, wind, and dust are consulted 
daily by patients whose eyes are bloodshot and remain 
so in spite of treatment of one sort or another over 
long periods. The state described as bloodshot is due 
to hyperaemia of the bulbar conjunctiva, which, after 
all, is merely an extension of the skin of the face, 
though very much more delicate in texture. Just as 
the skin reacts to climatic conditions by becoming 
freckled, bronzed, or rubicund, so does the white of the 
eye, but in a different way. In it is developed a network 
of fine surface blood vessels, showing up prominently 
by contrast in the light-complexiqned eye. These blood 
vessels easily become dilated through the actions of 
irritants of many kinds, such as dust, tobacco smoke, 
and wind, for example, and the tendency is aggravated 
by fatigue and lowered general health. 

There is little point in adding to the number of medi- 
cine bottles on the shelf by prescribing still more local 
applications, despite the human desire to have a remedy 
for every ill. For many years it has been my custom 
to utilize the greater part of the consultation by explain- 
ing in some detail why the eyes are bloodshot and why 
the expected treatment will prove unavailing so long 
as the basic factors of complexion and environment 
cannot be eliminated. Constant “ fiddling” with the 
eyes after all is just another item in the list of what 
constitute local irritants. In my experience most patients 
welcome an explanation of this sort and go away with 
a feeling of relief that the redness of their eyes is due 
not to disease but to a form of chronic irritation, the 
treatment of which is common sense and occasionally 
protective glasses. 


Some Common Eye Diseases in South Africa 


While not in a position to quote comparative figures, 
I can say that in South Africa the incidence of 
glaucoma, cataract, disease of the lacrimal apparatus, 
and the ocular complications of diabetes occupies a 
high place. Incidentally, I am of the opinion that of 

‘all the systemic diseases that may involve the eye 
diabetes is the most protean in its manifestations. 
Among its ocular complications may be cited cataract, 
iritis, conjunctivitis, retinitis, paresis of the extrinsic 
muscles, and, more rarely, disturbance of accommoda- 
tion. By far the worst and most tragic of its complica- 
tions is the occurrence of. glaucoma, secondary to 
diabetic retinitis, which often leads to complete blind- 
ness accompanied by intolerable pain, as instanced by 
a case in which a patient of mine in his agony implored 
me to enucleate both his eyes at one sitting—a truly 
harrowing experience. 

Strangely enough, although tuberculosis is one of the 
chief scourges of South Africa, presenting a major 
problem to our health legislators, tuberculous complica- 
tions of the eye are rare. The incidence of ocular 
disease of syphilitic origin, as no doubt in most other 
countries, has been greatly reduced by modern treatment. 

Trachoma, a, disease pandemic in many regions 
throughout the world, is prevalent in certain sections of 
the population, notably the so-called “ poor whites ” and 
the Cape coloured. Until comparatively recently it was 
stated not to occur in the Bantu, and my own experience 
confirms this. Numerous cases of a mild type of 
trachoma are now recognized among the natives of West 
and Central Africa, the Rhodesias, and the Transvaal, 
especially in its northern area, the significant clinical 
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picture being trichiasis and corneal opacities, which are 
common sequelae of the disease. . An interesting con- 
tribution, suggesting a possible new approach to the 
problem, has been made within the last few months by 
a colleague of mine in an article appearing in the South 
African Medical Journal. In this the writer asserts that 
many of these cases, which may be productive of blind- 
ness, are due to malnutrition and present a clinical 
picture closely simulating trachoma, constituting possibly 
a new clinical entity. Further investigation of this par- 
ticular problem is obviously desirable. ; 

Senile cataract, which is recognized as being more 
prevalent in all tropical and subtropical climates, is in 
my opinion influenced in its onset not so much by the 
intensity of the sunlight as by its richness in infra-red 
rays. In other words, heat and not glare is the decisive 
aggravating factor, though not necessarily the primary 
one. Incidentally, heat would appear to play no incon- 
siderable part in the causation of bilateral macular 
degeneration, a condition often observed in the aged. It 
is reasonable to assume that heat rays focused by the 
optical system of the eye over long periods produce a 
trauma at the macula, not unlike the scorching of paper 
by using a burning-glass. For the reasons mentioned, 
it is scientifically correct to impress on individuals living 
in hot climates the desirability of wearing lenses which 
absorb a proportion of the infra-red rays, more for the 
preservation of sight than for the relief of symptoms. 


Cataract 


With regard to cataract I am tempted to make some 
observations on the handling of elderly patients, the 
victims of this condition. The word “cataract” may, 
and often does, strike terror into a nervous old lady 
and create consternation in the family circle. This fear 
may be likened to the horror with which the public 
generally regard cancer. The doctor who in the course 
of an examination blurts out that his patient is develop- 
ing cataract is, to say the least, indiscreet, and little 
realizes what the psychological effect of his pronounce- 
ment may be. No doubt, with his reputation in mind, 
he cannot risk the possibility of the patient being in- 
formed of the condition subsequently by a colleague, 
with the imputation that he was incompetent. The 
position is best met by a simple explanation which the 
patient can appreciate. 

It is my custom to compare the eye to a little camera, 
describing the position and function of the lens but 
pointing out that, whereas in a camera the lens is made 
of glass, in the eye it is a portion of living tissue. 
Although the eye itself is an outgrowth of the brain, the 
lens alone of its component parts is derived from the 
skin, the ectoderm of the embryo. I describe the changes 
which occur in the skin and its appendages, and liken 
the streaks and haziness which are developing in the lens 
to the turning grey of the hair or the wrinkling of the 
skin. Patients appreciate this method of approach 
which makes it possible for them to understand why 
their sight is becoming misty although the word cataract 
is not mentioned. 

When it comes to the question of operation for 
cataract I have decided views on the method which 
should be employed. While the modern trend is to- 
wards the intracapsular technique, which in the hands 
of the experienced surgeon yields brilliant results in the 
scope of one operation, nevertheless it is my opinion 
that this method should be reserved for selected cases, 
particularly those of immature cataract in younger 





subjects. My preference for the old-fashioned extra- 
capsular technique is based not only on the lesser risk 
involved, but more especially on the time factor. I am 
convinced by long experience that the actual operation, 
though performed under local analgesia with complete 
freedom from pain, subjects the patient to intense mental 
strain which in the aged profoundly affects the expecta- 
tion of life. For this reason every effort should be 
made to reduce the time spent on the operating table to 
an absolute minimum, a reasonable average being 15 to 
20 minutes, including the induction period. Enthusiasm 
for technical perfection should not be allowed to 
jeopardize the comfort and future well-being of those 
who have reposed confidence in the surgeon. 


Handling of Child Patients 


It is a natural step to hark from the aged to the infant. 
Some remarks on the handling of children will not be 
out of place in this kaleidoscope of ideas. The examina- 
tion of a child from the ophthalmological standpoint 
may range from an almost impossible achievement to 
an event of real pleasure. The key word is patience and 
the faculty of knowing how to make friends with our 


little patients—the pun is unintentional. Too often the . 


consultant working under pressure becomes short- 
tempered and unintentionally frightens the child to the 
extent of making further progress futile. A few minutes 
spent on one’s knees playing ball or rattling a bunch of 
keys pays handsome dividends, especially if an obser- 
vant mother is watching to see how her little pet is being 
handled. Contrary to what may be the general opinion, 
when it comes to sight testing, a child is far easier to 
examine than an adult. There is not the same hedging 
and exaggeration of symptoms in the juvenile, who 
usually makes an all-out attempt to read to the lowest 
line of the test type, whereas adults very often profess to 
see only the larger letters and have to be coaxed by any 
means to reveal their real visual acuity. 

A common error, unfortunately made by many 
medical practitioners, is to inform a parent that her 
squinting baby is too young to be taken to the eye 
specialist, who, she is told, can do nothing until the 
infant is older. Advice of this sort is to be deplored and 
may condemn the child to the infirmity of having what 
is known as a “lazy” eye for the remainder of its life. 
Even in the cradle estimation of the refraction. under 
cycloplegia affords valuable information about the pos- 
sible origin of the tendency to squint and a sure indica- 
tion whether glasses, either prescribed at once or at a 
later stage, should play a part in treating the condition. 
By far the most important measure at this stage is to 
make certain by daily occlusion that the infant uses each 
eye. The necessity for this should be explained to the 
parents, as well as the part to be played by orthoptics 
or operation subsequently in the correction of the 
deformity. 


Demand for Spectacles 


It might have been feasible to devote my address 
solely to the subject of the use and abuse of spectacles. 


’ The world has read with amazement that under the 


National Health Service in Britain provision is made for 
some nine to twelve million pairs of spectacles a year, 
entailing an annual expenditure of many millions of 
pounds. This prolific demand for eyeglasses is not 
peculiar to Britain but exists in all civilized countries 
throughout the world. The blame for this must be 
assigned not only to the public, who cherish a childish 
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belief that spectacles can cure all ocular ills, but also 
to those who prescribe optical correction, both ophthal- 
mologists and optometrists. To the last-named group, 
being vendors and at the same time human beings, the 
temptation to sell goods would appear to be irresistible. 

The attitude of the public to the question of wearing 
glasses has altered remarkably during the last thirty 
years. When I began practice it was a matter of diffi- 
culty to persuade a comely young lady to disfigure her- 
self, even when the need for wearing spectacles was 
apparent. To-day many of the fair sex are frankly 
disappointed when informed that glasses are unnecessary. 
In my opinion spectacles should be prescribed for two 
reasons only: to correct defective vision and to relieve 
symptoms which can reasonably be attributed to errors 
of refraction. If this is accepted as a basic principle I 
am convinced that a large percentage of the spectacles 
worn to-day are unnecessary. 

While it is true that headache is very often due to low 
degrees of astigmatism, it does not follow that every 
error of low degree produces headache. This, however, 
is a rule-of-thumb method adopted by many ophthal- 
mologists and almost all sight-testing opticians. The 
result is that when, for example, a healthy young adult 
who has been engaged in office work during the day 
and then spent the evening to a late hour reading or 
sewing complains of tired eyes and headache, the fact 
that the eyes have had a working day of fourteen to 
sixteen hours is disregarded completely and glasses pre- 
scribed because of some insignificant error of refraction 
discovered in the course of the examination. 


Discrimination in Prescribing Spectacles 

A great responsibility devolves on the practitioner who 
advises spectacles in the case of children and young 
people generally, as the psychological effect may react 
greatly to their detriment and at the same time be a 
source of unnecessary anxiety to the parents. The 
correction of low degrees of hypermetropia and small 
errors of astigmatism in otherwise healthy children is 
quite unnecessary and in my opinion reprehensible. 
Whatever the case may be with regard to adults, it is 


essential to estimate the refraction of a child’s eyes under’ 


cycloplegia, especially on the occasion of the first 
examination. Unless this is done the true measure of 
hypermetropia may be greatly underestimated and, on 
occasion, glasses prescribed for myopia which does not 
exist. If this principle is accepted, as it should be, 
examination of the eyesight of children under the age 
of 15 years should be undertaken only by medical prac- 
titioners, who alone are entitled to employ cycloplegiac 
drugs. 

Even in adults a wise discretion should be exercised, 
as the following instance, admittedly an exceptional one, 
illustrates. Some years ago I was consulted by a young 
man who, unknown to me at the time, was under treat- 
ment by a psychiatrist. At the conclusion of the 
examination, which revealed no ocular abnormality, the 
patient asked me what I could suggest to relieve his eyes 
from glare. Little did I imagine when I mentioned sun- 
glasses that on his return home he would blow his brains 
out, having remarked to a companion that to wear dark 
glasses was the last straw. If a wiser discrimination 
were exercised when prescribing spectacles, fewer people 
would waste their money and be none the worse in con- 
sequence. We should make it a rule to spend at least 
some part of the consultation in explaining to our 
patients the many possible factors which in the aggregate 
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may have contributed to their symptoms, instead of 
ushering them out merely with a script in hand. 
The treatment of presbyopia too often is not accorded 


‘the detailed care which it merits. It is not sufficient to 


ascertain the age of the patient and then add an arbitrary 
amount of correction according to Donders—a rule-of- 
thumb method so readily resorted to by the busy prac- 
titioner. In each case the amplitude and ‘range of 
accothmodation should be measured and, before pre- 
scribing, the build of the patient, his particular kind of 
work, and his individual wishes should be taken into 
consideration, not forgetting his state of health and 
psychological make-up. Considerable reputation _ is 
acquired by the eye specialist who is known to provide 
comfortable reading glasses. 


The Value of Humour 


I am a great believer in humour. When tactfully 
utilized it can save a tense situation, disarm an.opponent 
in debate, and above all make life with its present-day 
worries and responsibilities more bearable. In the words 
of Sterne, “I live in a constant endeavour to fence 
against the infirmities of ill-health, and other evils of life, 
by mirth. I am persuaded that every time a man smiles 
—but much more so when he laughs—it adds something 
to this fragment of life.” And there is humour even in 
the eye. I remember many years ago having the un- 
pleasant task thrust on me of enucleating an eye of a 
personal friend, a man prominent in the world of com- 
merce. He took his sentence philosophically and in due 
course the time arrived for fitting an artificial eye. While 
I was occupied in selecting a prosthesis which would 
match the fellow eye, he inquired whether there were 
different kinds of artificial eyes. I explained that tiey 
varied greatly in size, colour, and shape, which made it 
a matter of some difficulty to select a suitable one. My 
friend replied, “I appreciate all that, doctor, but what 
I want to know is whether I can have an eye with a 
soft look for social occasions and one with a steely look 
for business purposes.” 

In South Africa, as you may know, we have two 
capitals, two flags, two languages, and most of the 
inhabitants have two eyes. On one occasion I had as a 
patient an Afrikaans-speaking man who was inclined to 
be critical of my inability to converse fluently in his 
home language. While appreciating the fact that I could 
express myself fairly well, he stressed the importance of 
being fully bilingual when dealing with my patients. To 
this I retorted that it made little difference so long as the 
spectacles I prescribed were bilingual, a remark that 
seemed to puzzle him. When he asked me what I meant 
I explained that with my spectacles he would be able 
to read Afrikaans with one eye and English with the 
other. He looked thoroughly mystified, not knowing 
whether I was serious or merely pulling his leg. 

Humour in medical practice can be carried too far, as 
the following incident illustrates. On one occasion I was 
consulted by a lady of exceedingly fair complexion with 
regard to her two little daughters, who were very near 
to being albinos. Knowing that previously the family 
had been patients of Dr. X, I inquired why she had come 
to me for advice. She then explained that Dr. x on the 
occasion of a-recent visit had suggested that it would 
have been better if she had married a black man. On 
getting home she repeated this to her husband, who 
became furious and forbade her to go near Dr. X in 


future. 
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Aids to Beauty 

For the benefit of the ladies, whose presence I wel- 
comed at the outset of my address, I venture to make 
a few remarks. which are kindly meant. I refer to the 
practice of plucking the eyebrows, which presumably is 
intended to have a beautifying effect. Let me remind 
you that Nature provided the eyebrows for a specific 
purpose—namely, to divert the drops of perspiration 
which course down the forehead from entering the eyes. 
It would be just as reasonable to tear down the gutter- 
ing from the roof of a building and allow the rain water 
to cascade over the window-panes. The natural corol- 
lary would be that those of the gentler sex who resort 
to this practice do not work hard enough to perspire. 

Another beauty aid extensively employed in high 
society is the application of pigments of various kinds 
to the eyelashes, perhaps not quite so reprehensible an 
embellishment. This form of toilet is not without risk, 
and I have seen at least one “ pair of sparkling eyes ” 
rendered permanently glazed and blinded as the result 
of innocent preparation for a social function. 


Conclusion 

Ophthalmology is perhaps the cleanest and most con- 
genial of all the specialties, its practice attended by a 
minimum of blood and pus and the unpleasantness of 
working in obnoxious cavities. Nevertheless it is apt to 
be monotonous and tiring, especially when one is cooped 
up in darkened rooms for the greater part of the week. 
To find that mental relaxation so essential for the human 
machine it has been my habit for the past few years to 
spend part of the week-end in the company of a few 
friends walking and climbing on Table Mountain, the 
mountain so beloved by my fellow countryman and that 
great statesman, the late Field-Marshal Smuts. It was 
on the summit of Table Mountain that he delivered per- 
haps the finest of all his many inspiring addresses, on 
the occasion in May, 1923, when he unveiled the 


Mountain Club War Memorial to those of its members © 


who fell in the 1914-18 war. He spoke of the Religion of 
the Mountain, and I hope you will pardon me if I quote 
a few sentences of his address : ; 

“ What is that religion ? When we reach the moun- 
tain summits we leave behind us all the things that weigh 
heavily down below on our body and soul. We leave 
behind a feeling of weakness and depression. ... We 
feel a great joy. The religion of the mountain is in 
reality the religion of joy. Not only on the mountain 
summits of life, not only on the heights of success and 
achievement, but down in the deep valleys of drudgery, 
of anxiety and defeat, we must cultivate this great spirit 
of joyous freedom and uplift of the soul. We must 
practise the religion of the mountain down in the valleys 
also.” 

Not to all of us comes the opportunity to scale moun- 
tain heights where we may experience for ourselves the 
exhilaration -of spirit so beautifully described by Field- 
Marshal Smuts ; but to each of us performing our daily 
round and common task, despondent and worried by the 
troublous times in which we live and the cares of prac- 
tice, it is possible to look up to something higher than 
ourselves, Someone to whom we can turn for help and 
guidance. Though I am not one who parades my 
religion, I can give you an assurance that if you practise 
this uplift of the soul from day to day you will not be 
disappointed. On what more appropriate note can I 
end this ophthalmological address than by reminding 
you of the words of the Psalmist, “I will lift up mine 
eyes unto the hills, from whence cometh my help.” 


ASPECTS OF THE CIRCULATION’S 
ECONOMY* 


BY 


K. J. FRANKLIN, D.M., D.Sc., F.R.C.P. 


Professor of Physiology, St. Bartholomew's Hospital Medical 
College 


It is obviously pertinent now to ask how the order of 

blood-flow reductions found in experiments upon ani- . 
mals corresponds with experience in human circulatory 
failure. A priori, I think, it might be expected to corre- 
spond where the conditions are sufficiently similar, 
but otherwise it would show divergences, though with 
analysis of the clinical and other experience available 
it should be possible to classify the various types of 
blood-flow redistribution, and of exitus through the 
progression of certain of them to the stage of irrever- 
sibility. I propose to give a number of instances of 
blood redistribution in man ; many of them are in line 
with the order of sacrifice which I have detailed, but 
certain are not, for the conditions were different. I 
shall pass then to consideration of the blood flows in 
diving mammals, in the foetus in utero, and in obstetric 
shock, and shall show points of similarity which emerge, 
in particular the preferential treatment of the brain. 


Circulatory Effect of Cold 


In the first place, the symptom of coldness due to 
contraction of skin vessels is so common an early 
symptom in various disorders that it needs no empha- 
sis. In the case of the limbs it may be followed by pain 
in ischaemic muscles ; this was so with the late King 
Gustav of Sweden on October 28, 1950, the day after 
his collapse. At the time, however, his brain was clear 
and he was able to receive several members of his 
family. The bulletin issued in the evening, no impor- 
tant change having occurred in the interim, stated that 
the heart’s activity was comparatively good. Let us turn 
to a second instance. When the great eighteenth-century 
physiologist, Albrecht von Haller, was dying he exhibited 
a fine professional interest in his own circulatory failure 
(Cushing, 1901). For a while he found that he could 
still feel his pulse ; thereafter it was imperceptible. Here 
then, the arm circulation had been markedly reduced 
while that to the brain remained competent. 

The part played by the peripheral constriction in 
maintaining higher cerebral activity is also exemplified 
in the late Sir Joseph Barcroft’s exposures of himself 
to severe cold. On two occasions he lay down naked 
in a freezing-room, and carried on until an assistant, 
seeing unconsciousness to be imminent, came to the 
rescue with warm blankets and hot drinks. In each 
experiment “J.B.” at first lay shivering, with his limbs 
flexed in a sort of effort to huddle up, and he was very 
conscious of the cold. During this stage his nervous 
system, in an effort to fight the adverse circumstances 
and to preserve the body’s heat, was constricting his 
cutaneous vessels and keeping the blood in the internal 
parts ; because of the cold he had to suppress, by an 
effort of will, his instinct to be up and about. Suddenly 
thereafter his nervous system gave up the struggle ; he 
stretched out his legs, and the sense of coldness was 
succeeded by a beautiful feeling of warmth as his skin 
vessels relaxed—he lay “ basking” in the cold. At this 

*The second Oliver-Sharpey Lecture, gs at the Royal College 


of Physicians of London on March 15, 1951. - The first lecture 
appeared in last week’s issue. 
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point his initiative had gone and he was completely 
acquiescent while his body temperature, no longer kept 
up by cutaneous vasoconstriction,* was falling. His 
natural modesty, also, changed to “ Well, I don’t know 
what,” and he no longer worried about what some 
person alien to the experiment would think if that person 
came in and found him stark naked. 

It is obvious from this account that in the earlier part 
of “J. B.’s” exposure sacrifice of the cutaneous blood 
supply (and doubtless of that to the musculature) was 
part of the circulatory readjustment which conserved 
the blood flow to the* highest nervous centres and kept 
them active ; with such sacrifice reversed, these centres 
went out of action and less modest ones took over, while 
even these latter would quickly have followed the first 
but for the attendant’s intervention with the warm 
blankets and hot drinks. ’ 


Reduced Blood Flow in Conditions of Shock 


In obstetric shock in human patients Sheehan (1949) 
found that the blood flows were reduced, without a 
complete shut-down occurring anywhere, in the order: 
(1) that to the skin, the capillaries being affected less 
than the other minute vessels, and the superficial veins 
being markedly contracted ; (2) that to the muscles; 
(3) and (4) that through the portal system and liver, 
and that through the kidney—he was unable to say 
which first suffered ; (5) that to the brain, which was 
more or less normal until the onset of dying. 

Further details will be mentioned latér. Meanwhile 
we can add that Sheehan thought that the same order 
of reduction of blood flows occurs in patients with 
severe haemorrhages, and that he found some evidence 
of a cardiac effect of the shock. The finding, said to 
occur also in experimental animals, was the occurrence 
of subendocardial haemorrhages over the distribution 
of the left atrio-ventricular bundle branch, with pecu- 
liarly swollen Purkinje fibres in the vicinity. It seems, 
therefore, that the coronary circulation itself may be 
included at times in the blood flows which are unduly 
reduced. 

Though the above is the order in which, in man, 
parts of the body often have their blood flows cut, it 
is not the only one, nor is it sufficiently detailed about 
the brain supply. I have myself often attempted to 
picture the distribution of the .blood flows which 
obtained in some exhausted infantrymen whom I saw 
during the Battle of Arras in 1917. They had made 
an attack, consolidated their positions, and then been 
relieved later than planned. When I saw them they 
were coming back in extended order across the open, 
but were fast asleep. By what mechanisms they 
managed to do this I do not know, but obviously the 
highest nervous centres were out of action while the 
limb muscles must have been receiving a good blood 
supply. I also remember a forced night march of 
30 kilometres, suddenly ordered for our field artillery 
brigade on the French front in the summer of 1918. 
We had had a full day’s activity before it, and in con- 
sequence, as we moved through the moonlit villages and 
countryside, many of us were sleeping at intervals 
though remaining in our saddles—dropping off in one 
sense but not in the. other. 

*Cf. cases of haemorrhagic shock at the front during the late 
war, when cutaneous venoconstriction was so marked during the 
period of resistance to circulatory collapse that it was well-nigh 


impossible to make injections via these vessels; if thereafter they 
relaxed, the’ prognosis immediately worsened. 





That the highest brain centres can be suddenly cut . 


out is suggested—though here also no direct connexion 
with a blood-flow restriction is established—by the 
experience of Nor Hussain, sole survivor of the crew 
of 74 on the steamer Indian Enterprise, which with 580 
tons of explosives dboard caught fire and blew up in 
the Red Sea on June 19, 1949. Asked at the subsequent 
public inquiry in London if he had smelt anything 


- before the explosion, Hussain said: “When a man is 


about to die he does not remember very much. I have 
no recollection. I did not hear any alarm given.” 
Psychologists may have an alternative explanation of 
this, and there may also be explanations other than 
purely circulatory ones of the sparing of the vital brain 
centres during many forms of successfully conducted 
general anaesthesia ; in some of them, however, as also 
in alcoholic intoxication, depression of higher cerebral 
activity goes hand in hand with cutaneous and other 
vasodilatation. 


Blood Flow in Diving Animals 


I wish now to refer to diving animals and their adapta- 
tions, and in this connexion much that is pertinent to 
this discussion was included by Irving (1939) in his 
review. Cessation of circulation, he noted, affects the 
various tissues very differently. The arm or leg can 
endure tourniquet-produced anoxaemia for a quarter 
of an hour without undue discomfort and for nearly an 
hour without permanent damage ensuing. Nerve fibres 
also are quite resistant, but peripheral nerve endings 
are seldom at their best after even a few minutes’ 
asphyxia, and the brain is particularly sensitive to it. 
Apparently, the brain as a whole will not operate 
during true anoxaemia, and the blood returning from 
it is seldom more than half desaturated. 

On the other hand, the respiratory centre, some spinal 
cord centres, and some sympathetic ganglia are quite 
resistant, continue to discharge rhythmic trains of ner- 
vous impulses during the first quarter of an hour of 
asphyxia, and may be revived after even longer periods. 
The different duration of survival of some parts of the 
nervous system indicates a varying sensitivity to anoxia, 
“but the integrated whole which is necessary to con- 
scious activity is apparently much more delicate than 
some of its components.” The heart as a whole is 
rapidly affected by anoxia; oxygen lack, as we learn 
from other sources (Hilton and Eichholtz, 1925), is by 
far the most powerful dilator of the coronary vessels, 
and heart failure sets in when they have dilated to 
500% without relief of the musculature. 

To return to Irving—newborn animals are more 
asphyxia-resistant than adults. It seems likely that the 
sensitivity of the brain to the condition is common to 
all mammals, and that any special arrangements which 
preserve the divers must keep up a proper oxygen 
supply for the brain and probably also for the heart. 
The other tissues are less sensitive to asphyxia and 
also less indispensable for life. Addition of carbon 
dioxide in appropriate amount to the inspired air causes 
in man, the cat, the dog, the rabbit, the musk-rat, and 
the beaver an increase in the flow to the brain and 
decrease in that to the muscles; the reduction in the 
flow to the latter during apnoea is effected through the 
sympathetic nerves. Irving concluded his survey by 
stating: “It is interesting that the principal physiologi- 
cal adjustments of divers differ only quantitatively from 
those of land animals.” 
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Circulation in the Foetus 


Passing to the circulation in the foetus (Barclay et al., 
1944 ; Franklin et al., 1946), we note first that the blood 
returning from the placenta is not very fully saturated 
with oxygen, and that the only part to which even that 
blood is distributed without adulteration is the “ umbili- 
cal” portion (the left two-thirds in the sheep foetus) of 
the liver. The anterior caval inflow into the heart is 
less oxygenated than the joint umbilical, portal, and 
abdominal caval blood streams which arrive by the 
thoracic posterior vena cava, and the orientation of the 
parts ensures that it is the bulk of this joint blood which, 
together with the pulmonary venous return, passes to 
the arch of the aorta for distribution via the coronary 
arteries to the heart, and via the other offshoot or off- 
shoots of the arch to the head and forelimbs. In the 
foetus, then, the heart and brain, after the “ umbilical ” 
part of the liver, get as good an oxygen supply as 
possible.* 


Intrauterine State and Obstetric Shock 


Let us compare this intrauterine state with that found 
by Sheehan (1949) in cases of obstetric shock. He 
wrote: 


“ The reduction of the rate of blood-flow to most of the 
body is naturally associated with a reduction of metabolic 
activity by the body in general, as is evidenced by the fall 
of body temperature and the reduced rate of oxygen usage 
by the body as a whole. It is, however, important not to 
exaggerate the slowness of the blood-flow through the abdo- 
men and limbs. It is a slowness of flow, not a complete 
arrest. Some blood certainly flows down the abdominal 
aorta even in very severe shock. This is easily shown by, 
manual compression of the upper abdominal aorta, which 
produces a definite rise of blood pressure in the upper parts 
of the body, even in moribund patients. In addition, the 
blood-flow to the various parts of the body is sufficient to 
maintain the life of the tissues ; there is no necrosis, apart 
from one special.exception to be mentioned later. Human 
beings do not develop the necrosis of intestinal mucosa 
which is found after prolonged experimental shock in certain 
types of animals. 

“In contrast to this evidence suggesting a very consider- 
able reduction in the blood-flow to most of the body, there 
is the very significant fact that the patient remains quite 
conscious until the terminal stages of shock. This can only 
mean that the blood-flow to the brain remains relatively 
good. 


“ Thus the actual condition of the circulation through the 
vascular bed in shock seems to be as follows: 
“The blood going from the heart each minute passes 
into one or other of two functionally distinct circuits 
which have very different circulation times, though the 
rates have not been measured. (a) A ‘high proportion of 
it goes to the brain and passes rapidly through the cerebral 
circulation back to the right heart. The rate of blood 
flow through this circuit may well be almost normal, 
except in dying patients. (b) The remainder (a much 
lower proportion than normal) is distributed to the rest 
of the body and circulates very slowly through the vessels 
until it reaches the right heart and mixes with the rapid 
current of blood returning from the cerebral circuit. 
“In patients who have severe haemorrhage, the circula- 
tory changes are probably very similar and form a beneficial 
defence mechanism to maintain an adequate blood supply 
to the brain in the presence of a sudden reduction of blood 
volume. In shock the same mechanism appears to come 
into action, but without any obviously useful purpose. As 

*The ductus venosus blood in the; sheep foetus is 60 to 70% 


saturated with o , the left ventricular blood 40 to 50%, the 
umbilical arterial blood about 30%. 





will be shown later, there is some evidence of sympathetic 
over-activity in shock, and it is possible that this may be 
responsible for the vasomotor disturbance of shock.” 

We have, then, in obstetric shock, haemorrhage, and 
in the underwater physiology of diving mammals evi- 
dence of circulatory adjustments which ensure that the 
heart and the brain remain well supplied with blood, in 
general surprisingly so, while other parts of the body 
have their supplies cut, some of them severely. In the 
foetus there is no circulatory readjustment, but the nor- 
mal mechanisms ensure the same effect. In all the 
cases mentioned, the various organs appear to have 
places in the order of restriction corresponding; in the 
main, with their capacity to withstand anoxia. Anoxia, 
however, is probably but- one of many alterations 
brought about by diminution of blood flow, and we 
should probably think also in terms of other changes 
and of any particular organ’s indispensability to life. 


“ Fixity of Internal Environment ” 


Claude Bernard (1813-78), the greatest of the French 
physiologists and one of the greatest of all physio- 
logists, began the better understanding with his concept, 
expressed in somewhat varying phrases over a number 
of: years (see Olmsted, 1939), of the constancy of the 
internal environment of the body ; one form of the idea 
was contained in the sentence, “La fixité du milieu 
intérieur est la condition de la vie libre.” | Doubtless 
Bernard was originally thinking of the blood as the 
internal environment ; but with the passage of time and 
increase in knowledge of tissue fluid and its movements 
—indeed, nowadays with the progress of isotope inves- 
tigations of intracellular circulation itself—the term 
“internal environment” has acquired a more special 
connotation, even if the blood composition and flow 
remain closely connected with that environment’s 
homostasis or homoeostasis. 

In his time Claude Bernard’s concept was not fully 
appreciated, and after his death, like many of his more 
subtle contributions to our science, it fell rather into 
the limbo of forgotten things. In succession, however, 
in more recent times Haldane, Henderson, Cannon, and 
Barcroft have resuscitated, examined, and extended it ; 
and Barcroft in particular, in 1934, really got to grips 
with the problems raised.« In his final discussion he 
wrote: “ Authors of great distinction have emphasized 
the importance of the statement* ; they have stressed 
the fixity of the environment, but there is a curious 
silence about the freedom of the life. What has the 
organism gained by constancy of temperature, constancy 
of hydrogen-ion concentration, constancy of water, con- 
stancy of sugar, constancy of calcium, and the rest? 
Is not the poikilothermic animal a very good animal ? 
The bass or the perch with a blood on the acid side of 
normal—what fault is to be found with its muscular 
contraction or its heart-beat? You may take other 
organs of the body and subject them to a concentration 
of oxygen far below that necessary for man as a whole 
and they will function excellently. What, then, is this 
free life of which the fixity of internal environment 1s 
the condition ? ” 


Mental Activity 


After reviewing the effects of cold, heat, change 
in hydrogen-ion concentratian, and acute and chronic 
oxygen lack and oxygen excess, many of them from 


** The fixity of internal environment is the condition of a free 
life.”’ 
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personal experience, Barcroft came to the conclusion 
that the fixity of internal environment is controlled by 
the upper part of the central nervous system. As a 
general rule it is this part of the body which suffers 
if the environment is altered beyond physiological limits ; 
in other words, the fixity of the internal environment is 
the condition of mental activity. The processes of the 
mind require a medium of great constancy in which to 
attain to ordered development. “To look for a high 
intellectual development in a milieu whose properties 
have not become stabilized is to seek music amongst 
the crashings of a rudimentary wireless or the ripple- 
patterns on the surface of the stormy Atlantic . . . by 


. degrees throughout the ages the constancy of the internal 


milieu became controlled with ever-increasing nicety till 
ultimately this control was perfected up to the point at 
which man’s faculties could develop and he could attain 
to an understanding in terms of abstract knowledge of 
the world around him. . . . Of that intellectual ascen- 
dency, ‘la fixité du milieu intérieur’ appears to be the, 
or at least a, condition ;-of that intellectual ascendency 
‘la vie libre’ is no inapt description.” 

Fortunately for our efforts at interpretation, Carl 
Schmidt and his colleagues (see Schmidt, 1950) have 
measured the total cerebral blood flow, A-V oxygen 
difference, and vascular resistance in normal human 
subjects during active and passive overventilation of the 
lungs, and inhalation of high (85-100%) and low (10%) 
oxygen-containing and high (5-7%) carbon-dioxide- 
containing atmospheres. Except for the passive over- 
ventilation, these correspond with four out of the six 
conditions mentioned by Barcroft, and in Schmidt’s five 
the cerebral blood flows were respectively 36, 32, 45, 
73, and 95 ml. per 100 g. of brain tissue a minute, com- 
pared with the normal of 54 ml. Obviously there is 
nothing in common between them except considerable 
departure from this normal, and even that is not con- 
stant in direction or of anything like the same order 
thoughout the series. In respect of total cerebral 
oxygen consumption, however, three of the five condi- 
tions gave the normal figure of 33 ml. per 100 g. of brain 
tissue a minute, and in a fourth the amount was 32 ml. ; 
in the fifth alone—namely, active overventilation—was 
there a marked change, and Schmidt thought that the 
rise here to 38 ml. was related to the extra mental acti- 
vity associated with the excessive voluntary respiratory 
efforts. 

Mental disorder, on the other hand, can be present 
without departures from normal in total cerebral blood 
flow, A-V oxygen difference, and vascular resistance. 
Kety et al. (1948), for instance, found no change in 
schizophrenic subjects, either before or during their 
beneficial treatment with amylobarbitone or thiopentone, 
and Kety and Schmidt (1948) wrote: “The higher 
psychic functions are associated with biochemical 
changes so smooth and complex as to render any 
attempts to describe them in terms of mere oxygen 
utilization no more adequate than to predict the fidelity 
of a radio by its power requirements.” 

It seems to me, therefore, that the successive diminu- 
tion of blood flows to parts other than the central ner- 
vous system, which we have mentioned as occurring 
in a number of conditions, has not as its primary or 
basic effect, though it often has as a highly important 
secondary one, the preservation of the highest mental 
activity. Rather, I imagine, may the conservation of 


‘the vital nervous centres be the more essential thing ; 


for while they retain the necessary conditions for their 


activity ways are left open for the subsequent full 


‘restoration of higher brain functions if these have 


undergone temporary reduction or suppression as in 
the cases mentioned by Barcroft, as in sleep, and as 
in various other circumstances. In so far as the con- 
ditions in thé mature foetus are parallel, they can be 
remembered also, for in that foetus the highest nervous 
functions have not yet appeared. Further, in a small 
number of post-natal human subjects they never do 
develop, or only imperfectly, and in others, at varying 
stages and to varying degrees in later years, higher 
mental activities deteriorate or disappear without appar- 
ently altering the order of successive restriction of blood 
flows in haemorrhage, etc. 


Reactivity of Cerebral Blood Flow 


It remains to substantiate this idea by demonstrating 
preferential homoeostasis of the blood supply to the 
vital centres of the brain stem and spinal cord, and 
some fairly close correspondence between their use of 
the blood constituents and the preservation of their 
activities. At the outset I shall frankly admit that the 
evidence is far from adequate ; on the other hand, such 
as it is, it does not seem directly opposed to the 
hypothesis which I have advanced. 

Schmidt (1950), to begin with, reported sympathetic 
vasoconstrictor effects in the hypothalamus of the cat, 
and in the parietal cortex of that animal and the 
monkey, while the medulla, pons, and occipital cortex 
of the cat were irresponsive. With regard to the rabbit, 
which was not in Schmidt’s list, the first point to be 
noted -is that the internal carotid arteries supply the 
greater part of the cerebrum, while the vertebrals supply 
the occipital cortex, cerebellum, brain stem, and (in part) 
the spinal cord ; the brain-flows of these major arteries 
under normal conditions are strictly unilateral, and the 
two vertebral flows remain functionally separate (as 
shown by Drs. D. A. McDonald and J. M. Potter in 
their beautiful colour film*) even while proceeding 
farther in the single basilar artery formed by their 
union. 

In unanaesthetized rabbits Lubsen (1941) found that 
the cervical sympathetic innervation was basically con- 
strictor to both the external and the internal ipsilateral 
carotid arteries, but to the former more powerfully than 
to the latter ; it was also constrictor to the contralateral 
internal artery. With weak unilateral stimulation the 
constriction of the external carotid resulted in increased 
cerebral flow through both hemispheres ; with medium 


- stimulation there was increased ipsilateral and decreased 


contralateral cerebral flow ; with strong stimulation there 
was bilateral decrease, the contralateral one predomi- 
nating over and lasting longer than the ipsilateral one. 
Adrenaline, in the dosage of 10 yg., caused rise of blood 
pressure and increased cerebral flow ; in the-dosage of 
50 pg. there was an initial decrease of cerebral flow 
before the increase in about half the cases, And in the 
dosage of 200 yg. the drop was more marked. In a 
proportion of cases of 50 yg. there was a second fall 
in flow after the rise. Bilateral ganglionectomy increased 
sensitivity to adrenaline, the peak being reached at 10 
days ; at this stage 50 BB. decreased the cerebral blood 
flow despite the rise in blood pressure. Unilateral 
garfglionectomy predisposed to increased cerebral flow 
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: the operated side, and decrease on the contralateral 

All this evidence of reactivity of the cerebral blood 
flows is complemented by the finding of Poupa (1948) 
that application of a tight tourniquet to the root of the 
rabbit’s thigh over a period of four to five hours resulted 
in constriction of the internal carotid artery during, and 
after, the application up to the time at which premortal 
dilatation occurred. Control experiments showed that 
a marked fall of blood pressure could be produced by 
injection of cold saline or of acetylcholine into a jugular 
vein without affecting the calibre of the internal carotid 
artery. While one wishes that the reproductions of 
Poupa’s radiographs had been better, one cannot help 
thinking that Lubsen’s evidence, added to that of Poupa, 
shows an appreciable degree of reactivity in respect of 
the rabbit's cerebral blood flow. 

Unfortunately, neither author studied the vertebral 
arterial flows, and the only pertinent findings that I 
can quote are those by my various colleagues and 
‘myself on the differential reactivity of the vessels to 
adrenaline. Nor do they give a really satisfactory 
answer, for it is not easy to make studies of the verte- 
bral arteries where they pass through bony canals or 
are overlaid by veins. My general impression is that 
they and their offshoots are somewhat less reactive to 
adrenaline than the internal carotid arteries, but much 
further work needs to be done to substantiate or other- 
wise the hypothesis that the vital centres, in even this 
one species, can remain homoeostatic in respect of their 
blood flow while most of the higher centres, supplied by 
the internal carotid arteries, are less so in respect of 
theirs. If the hypothesis is not substantiated in the 
rabbit and other mammals, including man, that will not, 
] think, invalidate the suggested late position of the 
brain as a whole in the order of sacrifice, but it will 
leave many problems to be solved. In other words, the 
preferential preservation of the brain’s blood flow may 
be but one of the factors concerned, and biochemistry 
—defined by Young (1951) as “the study of the struc- 
ture and function of living matter on a molecular 
basis ”"—may be the ultimate solver of the problems 
propounded. 

Antagonistic Mechanisms 

I think that is as far as I should go with the occur- 
rence of the orderly differential restriction of blood 
flows as a whole, but I wish to consider the mechanisms 
through which, on occasion, this generally protective 
series of events is invalidated, and, in consequence, is 
followed by death. For Dr. Oliver’s secondary object 
was to “encourage the application of physiological 
knowledge to the prevention and cure of disease and 
the prolongation of life.” 

I have already mentioned instances (Barcroft’s experi- 
ence in the cold, and cases of wound shock in the recent 
war) in which cutaneous vessels have given up their con- 
strictor activity and the general body condition has 
promptly deteriorated. Such giving way of the con- 
strictor efforts in the skin could conceivably initiate the 
regressive stage—for example, the cutaneous vessels 
might have the'r innervation paralysed by severe cold 
—but such evidence as we have indicates, I think, that 
anoxia of the liver is more probably the general villain 
of the piece. From my own experience, which is in 
line with much in the literature, I should say that the 
renal cortex tends to have its blood supply restricted or 
cut before the liver does, but Delorme (1951) in his very 
interesting article appears to put the liver in the prior 
































position. Maybe some of the many hepatic functions 
are embarrassed sooner than others, and both views may 
contain some of the truth. But let us examine part of 
the story in greater detail. 


Enzyme and Vasotropic Factors 


In the anoxic renal cortex, if we may take the simplest 
account, are produced (i) an enzyme, renin, and (ii) a 
vasotropic factor, “ vaso-excitor material ” (“ V.E.M.”). 
Renin acts upon a pseudoglobulin, hypertensinogen (or 
angiotonin precursor, or hypertensin precursor), which 
is formed in the liver, and the product is hypertensin or 
angiotonin, a vasoconstrictor agent which apparently 
acts mainly upon the arterioles, may perhaps be a factor 
in the normal regulation of arterial blood pressure, and 
is certainly concerned with hypertensive states. It is 
inactivated by an enzyme, hypertensinase or angiotonase, 
present in the healthy kidney, also to some extent in 
the intestinal mucosa, pancreas, and red cells, and to a 
minimal amount in the liver and in serum. V.E.M., 
which has to date been physiologically detected rather 
than chemically identified, is one of two vasotropic fac- 
tors brought to recognition and to a wide measure of 
acceptance during the past 12 years, mainly through the 
work of the group which includes Zweifach, Chambers, 
and Shorr. This vasotropic factor is inactivated by the 
renal cortex (and perhaps, also, to a lesser degree by 
the liver) when that part of the kidney is once again 
adequately supplied with oxygen. 

The other vasotropic factor, ‘“ vaso-depressor 
material” (“V.D.M.”), has been chemically iden- 
tified by Mazur and Shorr (1950) as ferritin or 
apoferritin. It is produced pre-eminently by the liver, 
but also by skeletal muscle and the spleen, under anoxic 
conditions. It is inactivated by the liver alone, and to 
perform this task the viscus must be adequately supplied 
with oxygen ; further, too long-continued anoxaemia of 
the organ irreversibly depresses this faculty. 

In the compensatory phase of shock, according to 
Zweifach, Chambers, and Shorr, the relative reductions 
in the renal cortical and hepatic blood flows are such 
that the renal cortex is rendered anoxic before the liver 
is affected. So production of V.E.M., but not of V.D.M., 
takes p!ace. In the decompensatory phase, V.E.M. is 
produced, but-the renal cortical blood flow is too scanty 
to carry it away into the general circulation. On the 
other hand, the further reduction in the oxygen supply 
to the ‘liver results in the anoxic production of V.D.M. 
So in the first phase of shock V.E.M. apeerem 
and in the second phase V.D.M. 

The part of the vascular system upon which these 
particular vasotropic factors exert their influences lies 
between the arterioles and the venules, and our know- 
ledge of the functional anatomy of this region has been 
developed mainly by Zweifach with his delicate 
and fascinating micromanipulative techniques. V.E.M. 
ensures a brisk and effective, if perhaps somewhat in the 
nature of a bare maintenance, blood flow through this 
region. It enhances the frequency and amplitude of 
the rhythmic constrictor activity (vasomotion) of the 
metarterioles and pre-capillary sphincters, and very 
greatly enhances their reactivity to the topical applica- 
tion of adrenaline, as tested in the mesocaecum of the 
rat and omentum of the dog. It therefore produces a 
favourable reaction to a reduced circulating blood 
volume by confining the peripheral blood flow to the 
thoroughfare channels and ensuring an adequate venous 
return. V.D.M., on the other hand, progressively 
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depresses the reactivity of the metarteriolar muscula- 
ture and pre-capillary sphincters, diverts blood to the 
true capillaries, and causes venular stagnation and 
inadequate venous return. With consequent progres- 
sive fall of oxygen in the blood supplied to the liver, 
the natural mechanism for the production of V.D.M. 
comes ever more into play, and that for its inactivation 
the opposite. So the shock becomes irreversible, and 
death ensues. 

To the above summary we can add the findings that 
V.D.M. has an antidiuretic effect ; that the intact adrenal 
cortex appears to be necessary for the proper function- 
ing of the V.E.M. mechanism ; that V.E.M. differs from 
renin in being heat-stable and dialysable, as well as in 
its more physiological aspects ; and that it also differs 
from hypertensin and similar pressor agents, which pro- 
duce acute changes in blood pressure by their constrictor 
effects on more proximal vessels—namely, the larger 
arterioles, It may be worth adding that the initial 
reaction in various kinds of shock, and one which will 
provide the anoxic ‘conditions necessary for the pro- 
duction of V.E.M., may be a nervously intermediated 
one such as Trueta et al. (1947), for instance, found in 
their tourniquet experiments. I would not, however, 
rule out humoral mechanisms after a particular experi- 
ence by Dr. A. M. Miles and myself.* For an anaes- 
thetized rabbit gave birth during the experiment, and 
our observations suggested a liberation of posterior 
pituitary hormone in concentration sufficient to cause 
cortical paling in both the innervated and the denervated 
kidney ; that was during the uterine contraction and 
parturition. Then, while the uterus was accommodating 
itself to the absence of the foetus, there was further, 
but reflex, cortical paling in the innervated kidney only. 

Before leaving this summary of the work of Shorr 
and his colleagues, I should like to make some reference 
to the hypothesis which they have been developing and 
which brings their vasotropic factors into the physio- 
logical as well as the pathological field. This hypothesis 
is that the “ vaso-excitor and vaso-depressor principles 
are oppositely acting components of a homeostatic 
mechanism participating in the regulation of peripheral 
blood flow and blood pressure” (Shorr, Zweifach, and 
Furchgott, 1948). While the articles written by these 
authors and their colleagues deal in the main with the 
drastic disturbances of equilibrium produced by experi- 
mental shock, they suggest that “ under more normal cir- 
cumstances circulatory homeostasis would undoubtedly 
be accomplished by more subtle alterations in the 
equilibrium between these vasotropic principles.” 


Damage to Parenchymatous Organs 


Delorme (1951) began his very interesting contribu- 
tion to the subject of shock by noting that “in the 
higher organism, when life is threatened, by a reduction 
in the effectively circulating blood volume, the blood- 
flow to tissues of immediate importance to survival is 
maintained by selective vasoconstriction elsewhere in 
the body (Malcolm, 1910, Mann, 1915).” He then 
went on to state that, while bone, muscle, and skin can 
remain anoxic for considerable periods without harm, 
compensatory circulatory adjustments can Cause serious 
damage to parenchymatous organs such as the kidney 
and liver, and that the importance of this in the case 
of the kidney had become well recognized since 1942. 

*I think one may reasonably cite ag from a single experi- 
ment when, as in this instance, the chance of a recurrence of 


similar activity in further ex: nts is natutally remote and 
cannot be greatly increased by Sie careful planning. 





“That earlier and graver injury,” he went on, “to the 
liver may occur in vasoconstrictive states has been 
neither so well recognized nor so intensively studied.” 

It is this point about the injury to the liver occurring 
earlier than that to the kidney Which I cannot find 
demonstrated either in Delorme’s own experiments or 
in his abstracts from the literature ; and, 4s my own 
experience leads me to believe that the renal cortex in 
many circumstances suffers before the liver as a whole; 
further, as Van Slyke (1948) wrote that the renal func- 
tion shows signs of failure before the hepatic in just 
the kind of shock—haemorrhagic—which Delorme chose 
for study ; finally, as Shorr ef al.’s schema; based on 
much careful study, depends on the vasoconstriction 
developing in the order kidney first, then liver, Delorme’s 
contention needs to be thoroughly investigated. On 
the other hand, his proof that increase in the oxygena- 
tion of the portal vein blood in dogs increases resistance 
to ha: ‘zorrhagic shock is a fine addition to our know- 
ledge, and all can subscribe to the view, which he has 
further established, “that a gradient loss of liver func- 
tion occurs under anoxic conditions and that peripheral 
vascular responses are directly or indirectly influenced 
by this failure.” 

Here I should like to say that I still wonder if the 
“umbilical vein portion” of the mature foetal liver is 
particularly dependent for its functioning upon getting 
the best-oxygenated blood that is available—that is, if 
there is a “purpose” in the anatomico-physiological 
arrangement of the parts. In one of the war years, 
when the performance of such research had to be care- 
fully weighed against loss of food supplies, Dr. E. C. 
Amoroso arranged for a sow near term to be trans- 
ported 40 miles to the Nuffield Institute for Medical 
Research so that, in conjunction with Mr. J. R. O’Brien, 
we could investigate inter alia .the differential bio- 
chemistry of the umbilical and portal vein portions of 
the foetal liver. Unfortunately, the sow took avoiding 
action by commencing parturition as soon as she was 
on board the lorry, and the research has never been 
done. The point here is that some hepatic functions, 
after birth as well as before birth, may be more depen- 
dent than others upon oxygenation of the organ’s blood 
supply, and in that case more detailed mention of the 
liver will be required from any future lecturer on my 


present subject. 


Oxygen Treatment in Shock 


I cannot proceed to my final remarks without first 
referring to something which leaps to the mind in read- 
ing Delorme’s paper, apart from constantly obtruding 
upon the thoughts at other times, I refer to the possi- 
bility of oxygen therapy in shock ; and I should particu- 
larly like to mention a communication on the subject 
produced by W. T. L. Ohlsson in 1949. Beginning with 
the statement that, “irrespective of its cause, shock is 
always attended by a slowing of the circulation and 
by unsatisfactory oxygenation throughout the body,” 
he went on to show that the improvement effected 
by oxygen therapy was even greater than could at 
present be explained, and—a most important point— 
that, whereas the healthy subject can be adversely 
affected by inhalation of pure oxygen, the shocked 
patient (unless his shock is associated with a tendency 
to haemorrhage after damage to the lungs) can breathe 
such an atmosphere without harm and with all the 
benefits. “To sum up,” ended Ohlsson, “ oxygen is 
of great value in the treatment of shock, not only for 
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the suppression of the hypoxia but also for its good 
effect upon the circulation, similar to that of a trans- 
fusion, There is no time-limit for treatment with 100% 
oxygen ; it can safely continue so long as the shock 
continues.” e 

Conclusion 


I have, in these lectures, attempted to make a com- 
posite story of some aspects of the circulation’s economy 
in both health and disease—that is, I have collated the 
evidence available from the experience of many in an 
effort to show how things are progressing in a part of 
the total circulatory research field which I put before 
you, in schedule form, in the first lecture. We have 
seen how various mechanisms which help to integrate 
the blood circulation in heaith become adapted to a 
somewhat different pattern of performance in various 
circumstances of departure from the physiological nor- 
mal, though in those adaptations certain principles pre- 
sent in health tend, so far as is possible, to be preserved, 
so that if the disorder is finally overcome the way is 
open to full restoration to normal, while, if it is merely 
halted, so much as possible is retained for the future. 
I have also indicated trends of thought about the events 
in cases asseciated with graver prognoses, and have 
included one suggestion for improvement in the therapy 
of such. 

The gist of my*survey is the following: 


1. The blood-flows to many individual organs vary on 
occasion not only per se but also in respect of their 
differential distributions within those organs. 

2. In a variety of circumstances, in addition, there is an 
orderly reduction of the blood-flows to the various parts 
of the body. 

3. The order in which the flows are reduced results, in 
many instances, in preferential treatment of the central 
nervous system and of the heart. 

4. Despite this, the total amount of blood delivered to 
the brain as a whole varies within wide limits. 

5. Such variation can occur without the ‘highest nervous 
functions being affected; on the other hand, a serious dis- 
order such as schizophrenia can be present without the 
blood-flow to the whole brain showing any departure from 
the normal. 

6. It is conceivable, though it is certainly not proved, that 
there is homoeostasis of the vital nervous centres in respect 
of their blood supply. In certain experimental animals, at 
all events, the arteries concerned appear to be less respon- 
sive than the internal carotid arteries and their branches to 
vasoconstrictor influences. 

7. If such homoeostasis of the vital nervous centres is 
found through future research not to exist, the problem 
presented by the preferential treatment of the central nervous 
system mentioned in (3) above will remain for solution along 
other lines. 


It is possible that the general field covered by these 
lectures. was also covered by my late friend and col- 
league Dr. A. E. Barclay, but I have not seen the script 
of his posthumous book,* which is shortly to appear. 
The evidence which I have presented is illustrative of 
the economy with which the blood circulation is effected, 
and therefore a justification of the statements by 
Gollwitzer-Meier and by Fleisch which I quoted in my 
first lecture. At the same time it is an account of aspects 
of the circulation’s economy in the older connotation 
of that word, and it was in this sense rather than the 
other that I formulated the title of these lectures. 


“Micro-erierieerepyy. ae Blackwell /Scientific Publications, Ltd., 
Oxford. Published these lectures went to press. 
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SOME SUICIDE STATISTICS 


BY 


DOUGLAS SWINSCOW, M.B., B.S. 
Assistant Editor, “ British Medical Journal” 


The causes of suicide are diverse and often too obscure 
to elucidate in individual cases. A leading article in 
the British Medical Journal (1947) pointed out that 
suicide has been described as “ our most baffling social 
disease.” The incidence of this manner of ending life 
doubtless depends in part on religious, philosophical, and 
cultural, as well as social, influences. Many studies, 
both individual and statistical, have been made of 
suicide, but it is hoped that the following contribution 
may draw attention to certain features of suicide 
statistics hitherto unconsidered, or add fresh evidence 
in confirmation of data already published. 

The graphs and tables given below (referring only to 
civilians) are calculated from various national statistics, 
and some of them indicate certain factors influential m 
causing people to commit. suicide. Among these are 
economic factors and the relation between our present 
society and old people. The suicide rate might be 
reduced, as the infant mortality rate and the incidence 
of some communicable diseases have been, with the 
help of appropriate social measures. 

It is commonly believed that the suicide rate in Eng- 
land and Wales, while showing considerable fluctuations, 
is in general rising. For instance, Stengel £1950), in 
a recent review of the literature, says that the suicide 
rates in England and Wales have shown a steady increase 
in recent years after a marked decrease during the war, 
though they are still below the 1938 figures. But this 
is too broad a generalization, and Figs. 3 and 4 below 
reveal that the rates in different age groups and for the 
two sexes are now behaving differently. 

The death rate in England and Wales for suicide per 
million males in four age groups is shown in Fig. 1 by 
decades from-1861 to the end of 1920. The upward 
trend in every age group until 1911 is clearly shown. 
In the decade that includes the 1914-18 war the rates 


all fell, though precisely by how much is questionable 
because of the difficulty of estimating the civilian popu- 
lation during the war. 

The death rates for suicide among women changed 
over these decades in a similar way, as Fig. 2 shows, 
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Fic. 1.—Suicide rates per million in males (civilian), England 
and Wales, in decades 1861-1920, by age groups: under 25, 
25-44, 45-64, 65 and over. 


























120 
45-64 
EE aK 
100+ | 
pee 2 iss. 
a 
i, A ce 65+ 
ta cE ME 
’ 
 60- A 
Fs 25-44 
a 
So 40- 
a 
204 UNDER 25 
0 t ' ' ft t 
1861 187), 188), 1891— 190s 
DECADES 


Fic. 2.—Suicide rates per million in females (civilian), England 
and Wales, in decades 1861-1920, by age groups: under 25, 
25-44, 45-64, 65 and over. 


a 


i 
} 
i 
: 
i 
f 








1418 June 23, 1951 


SOME SUICIDE STATISTICS 





Brirmsu 
Mepica JourNaAL 





except in those aged 65 and over, in whom the rates 
did not go markedly up or down. (The vertical scale is 
two and a half times that of Fig. 1, and the changes are 
magnified by that much in comparison.) The age group 
with the highest rate among women is consistently 45-64 
years, Whereas in men it is the age group 65 and over. 
Since 1921 new features have appeared in the trends, 
which are referred to below. 

Fig. 3 shows how the death rates for men in the three 
upper age groups descended to a low point in 1924, 
climbed irregularly to a peak in 1932, went to a secon- 
dary peak in 1938, and then fell and rose during and 
after the war. Since the war the rates for the two upper 
age groups have been ominously rising. But in 1949 they 
were still remarkably low in comparison with previous 
years (see also Table A, Appendix), and the rate for the 
age group 65 and over declined slightly from 1948 to 
1949. The rates for the age group 25—44 may continue to 
fall. Certainly there was no post-war inclination. up- 
wards such as is seen in the two higher age groups, and 
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Fic. 3.—Suicide rates Per million in males (civilian), England 
and Wales, in years 1921-49, by age groups: under 25, 25-44, 
45-64, 65 and over. 


the rates for this age group were also at an unusually 
low level in comparison with the rates for the previous 
years (Table A, Appendix). The rates for the age group 
under 25 were in 1949 at about the average level for the 
period reviewed. 

The rates for women contrast in several respects with 
those for men, and are illustrated in Fig. 4 (see also 
Table A, Appendix). The rates in the two upper age 
groups have risen sharply since the war. Indeed, the 
rate for women aged 65 and over was in 1949 higher 
than ever previously recorded for that age group, and 
the post-war rates for women aged 45-64, though 
declining from 1948 to 1949, are not far short of the 
peaks in the ‘thirties. As before, it was the age group 
45-64 that showed the highest rates except in 1947 and 
1949. The rates for younger women were more favour- 
able. In the age group 25-44 there is no post-war up- 
ward trend, rather the reverse, and the rates compare 
favourably with those 50 to 60 years ago, while being 
considerably below most of those for the intervening 
years. Best of all are the rates for the age group under 
25; these have declined fairly steadily since 1934, and 
are distinctly below even the rates of 1861-1900. 


Unemployment 


Norwood East (1913) compared some figures for 
suicide and unemployment and concluded that the rate of 
suicide was adversely affected by unemployment. Dublin - 
and Bunzel (1933) compared suicide data with data on 
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“ general business conditions” provided by a public 
utility corporation for the years 1910-31 in ten 
American cities. | They found an inverse correlation 
between the suicide index and the business index, each 
based on annual data (r = — 0.55, S.E. = 0.15)—that is, 
the better the business, the fewer the suicides. From 
other figures they concluded that the closest correspon- 
dence between suicides and business conditions . was 
among white males (r = — 0.66, S.E. = 0:13); the 
correspondence among females was less (r = — 0.44, 
S.E. = 0.18). But in Massachusetts they found much 
lower correlation coefficients. They also gave some 
figures for England and Wales, but the unemployment 
statistics for the years they considered are too incomplete 
to have any importance attached to them. Dahlgren 
(1945) found that men more often than women 
mention financial motives (including unemployment) for 
attempted suicide. 

Unfortunately, unemployment statistics in Great 
Britain are published in such a form that any exact com- 
parison is impossible. For instance, they cannot be 
standardized by age groups as the statistics for suicide 
can be. Nor are the figures from year to year strictly 
comparable in some cases, for certain sections of the 
population from which the figures of unemployed have 
been recorded have been included orf excluded by 
changes in the various Acts governing unemployment 
benefit. 

Among such changes made between 1923, when fairly 
sound figures for Great Britain were first available, and 
1947, after which the population at risk was greatly 
changed by the National Insurance Act of 1946, are the 
following: in 1928 persons of 65 and over were 
excluded, and in 1940 women aged 60-64 were 
excluded ; in 1934 juveniles of 14 and 15 were included ; 
agricultural workers were included in 1936, certain 
domestic workers in 1938, and non-manual workers 
earning £250 to £420 a year in 1940. In spite of these 
imperfections the comparison is made, with the admis- 
sion that it can be only a rough one, in Figs. 5 and 6. 
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Since the figures for unemployed cannot be standardized 
by age groups, the figures for suicides have not been, 
and the crude figures for Great Britain have therefore 
been given. The suicide figures were obtained from the 
Annual Reviews of the Registrars-General of England 
and Wales and of Scotland ; those for unemployed, 
which are the average of the ‘monthly figures for each 
year, were kindly supplied by the Ministry of Labour 
and National Service. They are given in Table B, 
Appendix. < 

The curves shown in Fig. 5 for male suicides and 
unemployed males indicate some association. Both 
descend to a trough in 1924, rise to a peak in 1932, jump 
to a small peak in 1938, and sweep down through the 
early years of the war only to rise again to their. respec- 
tive levels in 1947. It is probably safe to conclude that 
Fig. 5 confirms the suggestion that unemployment is 
influential, directly or indirectly, in causing men to com- 
mit suicide. But unemployment may be either th2 sign 
or the cause of other social disorders that have a more 
direct relation to the problem. Particularly is this so 
during the war years. Fig. 3 shows that the suicide 
rates of men aged 65 and over also rose to their highest 
peak in 1932, reached a lesser peak in 1938, and fell and 
rose during the war. The unstandardized figures hardly 
allow of any certain conclusion, but they do suggest 
that, when society is in such a condition that many men 
are unemployed, then we may expect an unusually high 
incidence of suicide in men. It is unsafe to speculate 
from this evidence on how direct is the relation between 
suicide and unemployment. 

Similar graphs for female suicides and unemployed 
females are given in Fig. 6. The curves are only vaguely 
related, and suggest that unemployment, or the society 
of which it is a feature, has little if any influence on the 
suicide rate in women. 

In order to afford a rough comparison with the data 
of Dublin and Bunzel given above, the correlation co- 
efficients for the British figures given here were calcu- 
lated. For men suicides and unemployed, r = + 0.932 ; 
P <0.01. For women suicides and unemployed, r = 
+ 0.474 ; 0.05> P>0.01. 

As to the difference between the figures for men and 
those for women, Fisher’s z test shows a difference of 
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1.1601 and a standard error of 0.3015. The difference 
is 3.8 times its standard error. 

We may conclude from these data that there is a 
high correlation between the figures for male suicides 
and those for unemployed males, a low correlation be- 
tween the figures for females, and a significant disparity 
between the two correlation coefficients. The corre- 
lation coefficient between the figures for female suicides 
and those for unemployed males is + 0.497 (0.05> 
P>0.01), and does not differ significantly from the corre- 
lation coefficient between the two sets of figures for 
females. The relative crudity of the figures leads us to 
conclude only that unemployment, or the social con- 
ditions of which it is a feature, has some influence on 
the incidence of suicide among men, but none of signi- 
ficance on that among women. 


Age Distribution 


During the last 80-odd years the age distribution of 
suicides in England and Wales has changed both in men 
and in women. The highest rate in men has nearly 
always been in those aged 65 and over, while the highest 
rate in women has nearly always been in those aged 45- 
64. The crude average age at which suicide is com- 
mitted is not of much interest, for the age structure of 
the population has changed greatly in these years and 
the distribution about the mean is exceedingly asymmet- 
rical. A standardized mean age for male and female 
suicides in England and Wales was therefore calculated 
from the rates of suicide in each age group instead of the 
numbers in each age group. As an approximation the 
highest age group was assumed to be closed, consisting 
of the years 75-84. The rates used were the rates per 
million for ten-year age groups at ages 25 and over, and 
for five-year age groups at ages under 25 (Registrar- 
General, 1940, 1948-51, 1949). 

The effect of the changing age structure of the 
population was thereby eliminated, and the figures for 
different periods are comparable with each other, 
though they are not the actual average ages at which 
suicide was committed, since they are disproportionately 
weighted by the comparatively few elderly people and 
are therefore too high. The results are shown in 


Table I. 


Taste I.—Standardized Mean Age of Suicides in England and 
Wales, 1861-1948 




















Age 
Years 
Males | Females 
1861- 57-7 53-0 
1871- 58-8 53-1 
1881- 58-8 50-8 
1891- 57-8 50-1 
190j - 57-4 49-9 
1911- 58-0 50-5 
1921- 59-5 52-2 
1926- 59-2 52-2 
1931- 58-9 52-7 
1936- 59-9 54-4 
1941- 59-0 55-2 
1946-9 61-1 57:1 
There are some interesting fluctuations. The figures 


for both males and females descend to their lowest 
troughs in the decade 1901-11. Thereafter they rise, 
that for the women consistently, that for the men with 
interruptions in the trend. They show clearly that 
suicide in the last 50 years has increasingly become a 
disorder of elderly people. As the present century has 


advanced, the old may have found their environment 
more hostile than the young ; or the young and unstable, 
who might formerly have committed suicide in their 
tenderer years, have found society so tolerable in their 
youth that they survive to an age when, withdrawing 
their interest to some extent from their environment, 
they are no longer sustained by its attraction and 
succumb to loneliness. : 

Some changes in the age distribution of men and 
women who committed suicide in England and Wales 
during the years 193448 are analysed in Table II. The 
figures on which these are based are those published by 
the Registrar-General in his Annual Reviews for the rele- 
vant years. The numbers of suicides given here have 
been standardized by age groups against the combined 
male and female population of 1934. For ages 25, and 
over, ten-year age groups were used, for ages under 25, 
five-year age groups. The numbers of suicides attributed 
to each age group are the numbers expected if the age 
and sex structure of the population in those years had 
been the same as that of the total population in 1934. 
The percentages have been calculated from the stan- 
dardized numbers. Differences in the age and sex 
structure of the population from year to year have 


thereby been eliminated. 


TABLE II.—Standardized Numbers of Suicides Committed by Men 
and Women in England and Wales in 1934-48 












































Suicides 
% in A Rath 
Age % in Age atio 
Years Group No. Groups (% 
Males) 
M b M | F 

i934 Under 55} 2,241 1,114 549 | 700 | 668 

* U) 554 1.840 478 45-1 | 300 | 79 
oes Under 55| 2,031 1,078 55-1 | 691 | 65-3 
- 9) 55+ 1,655 482 44-9 | 30:9 | 77-4 
“1036 Under 55| 1,896 988 53-3 | 667 | 65-7 
* 4) 55+ 1:658 494 46-7 | 333 | 770 
1937 Under 55} 1,870 1,013 533 | 660 | 649 
Ul ss4 1,638 522 46-7 | 340 | 75-8 
1938 Under 55} 1,882 1,015 526 | 656 | 65-0 
- Ul 554 1.698 533 47-4 | 34-4 | 761 
Under 55| 9,920 5,208 53-9 | 67-5 | 65-6 
1934-8. { 55+ 8,489 | 2509 | 461 | 325 | 77-2 
Under 55| 10,146 5,407 549 | 633 | 65-2 
1939-45 { 55+ 8,319 3132 | 45-1 | 367 | 72:6 
1946 Under 55} 1,374 819 53-7 | 61-7 | 62-7 
TU) 554 1°187 508 46-3 | 383 | 70-0 
1947 Under 55 1,283. 790 51-5 59-3 61-9 
“ S1e 1.209 543 48-5 | 40-7 | 69-0 
1948 { Under 55} 1,350 791 50-4 | 57-2 | 63-1 
“Us 554+ 1,329 592 49-6 | 42-8 | 69-2 
1946-8 Under 55| 4,007 2,400 51:8 | 59-4 | 62:5 
U1 554 3.725 1,643 48-2 | 406 | 69-4 











We see here the steady reduction of the number of 
both men and women who commit suicide under the age 
of 55. The following percentages are all calculated from 
standardized numbers. In 1934, 54.9% of the male 
suicides were under 55, and 70% of the female ; in 1948 
the corresponding figures were 50.4% and 57.2%. If the 
years before and after the war are compared, in 1934-8 
of the men who committed suicide 53.9% were aged 
under 55, and, in 1946-8, 51.8%. This is a fall of 2.1%. 
The corresponding figures for women are from 67.5% to 
59.4%, a fall of 8.1%. The continuity of the decline 
during these years, so especially notable in women, 
suggests that the decline may persist. 

The changes in the sex ratios over these years are 
interesting. In 1934-8, 77.2% of the suicides aged 55 
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TABLE III.—Numbers of Suicides and Attempted Suicides, Men and Women, England and Wales, 1934-8 and 1946-9 




















Suicide Attempted Suicide Sex Ratio 
: (% Males) 
Years &2, No. % in Age Groups No. % in Age Groups 
iin Attempted 
M F M F M F M F Suicide Suicide 

34-6 ° «.. Under 50 7,463 4,269 42-2 §1-3 5,324 5,462 60-1 73-4 63-6 49-4 
50+ 10,235 4,050 57-8 48-7 3,534 1,977 39-9 26-6 71-6 64-1 
1946-9 oe Under 50 4,529 2,705 39-8 41-1 5,253 5,938 64-2 72-4 62-6 46:9 
50+ 6,853 3,884 60-2 58-9 2,923 2,268 35°8 27-6 63°8 56°3 






































and over were men; in 1946-8 only 69.4%. The 
difference is 7.8%. Of suicides aged under 55, 65.6% 
were males in 1934-8, and 62.5% in 1946-8, also a dis- 
tinct decline. These changes are due to a relatively 
increasing number of women committing suicide at all 
ages and more especially at ages 55 and over. 


Suicide and Attempted Suicide 


National statistics of attempted suicide are bound to 
be incomplete, for they refer only to cases known to the 
police. Nor are they published in a form suitable for 
age standardization. But some instructive comparisons 
can be made from Table III. The figures, which refer 
to England and Wales, are taken from Criminal 
Statistics for the years in question. Unfortunately, age 
groups different from those in Table II have to be used. 
Figures for the war years have been omitted, for unless 
standardized they are misleading because of great 
changes in the population at risk. 

The most notable feature of these figures is the rela- 
tively high proportion of women among the suicides 
attempted but not completed by people aged under 50. 
Of attempted suicides in people aged under 50 the 
majority were women both before and after the war. 
Of people who attempted suicide aged 50 and over and 
of those who committed suicide at any age, the majority 
were men. Nearly three-quarters of the women who 
attempted suicide were aged under 50. These findings 
are broadly in agreement with those of Dahlgren (1945) 
and Moore (1937). 


Seasonal Distribution 


The fact that suicides in Europe are more numerous 
in spring and summer has been known for over a cen- 
tury. Dahlgren (1945) cites Esquirol as having referred 
to this distribution in 1838, and his own figures for 
Malm6 for the years 1933-40 were similarly distributed, 
though they showed a small peak in September. 
McKinlay (1948) gave figures for suicides in Scotland 
for the period» 1911-40, and these also were greater 
during spring and early summer than at other seasons, 
though rising to a small peak in November. Both these 
authors standardized their figures to compensate 
for the varying lengths of the months, but recorded 
their standardized figures only for men and women 
combined. 

In Fig. 7 (and Table C, Appendix) the distribution of 
suicides by months is given for England and Wales for 
the sexes separately in three periods, 1921-9, 1930-9, and 
1940-8. The crude figures were obtained from: the 
Registrar-General’s Annual’'Reviews for the relevant 
years. They were standardized to compensate for the 
different lengths of months, and monthly standardized 
numbers were then expressed as a percentage of the 
annual total. 


The typical distribution is apparent and is<ommon to 
both men and women. The months in which peaks 
occur vary slightly, as they do in other published 
statistics, but the favourite season for committing suicide 
is clearly from spring to about midsummer. It was 
thought to be of interest to find out whether a converse 
distribution occurred south of the Equator. McGeorge 
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Fic. 7.—Percentage distribution of suicides in England and 


Wales by months in certain periods of years; based on numbers 
standardi to eliminate variability in length of months. 


(1942) found in a series of 523 attempted suicides in 
Australia that the favourite season was the summer, the 
least favoured the spring. But he did not take account 
of the varying lengths of months. sen << 

Here the monthly suicide figures for Australia have 
been obtained from the Australian Demography 
Bulletins for the relevant years, standardized, and 
expressed in the same way as those for England and 
Wales. The result is shown in Fig. 8. Though the 





1422 June 23, 1951 


SOME SUICIDE STATISTICS 


























rs MALES 

84 

7 
an 
1 . 

1 , 

* FEMALES ‘\ , 

‘ ‘ , 

2 ’ \ / 

9+ oot, 2 \ f 

‘“ 4 Ve 
“ —o-+-" ¢ 
4 oa 
8 ., ff 
. PS. , 
. of / 
74 ‘ / “~ 
‘ f 
aa 
7 

—s r r . r + r , r r 

JAN, FEB MARCH APR MAY JUNE JULY AUG. SER OCT. WOV. DEC 


Fic. 8.—Percentage distribution of suicides in Australia by 
months in the iod 1930-9; based on numbers. standardized 
to eliminate variability in length of months. 


Taste IV.—Percentages of Standardized Numbers of Suicides in 
. Six-months Periods 
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- APPENDIX . 


Taste A.—Suicide Rates per Million, England and Wales 
(Civilians): by Decades 1861-1920, by Years 1921-49 

















March-Aug. Sept.-Feb. 
England and Wales: 
1921-9 {M 53-45 46-55 
F 53-41 46-59 
. om $3-20 46-80 
1930-9 oF 51-89 48-11 
M 53-58 46-42 
ey {? 52-88 47-12 
Australia: - a 
+32 52-68 
1930-9 {? 45-19 54-81 














curves are less regular than those for England and 
Wales, the converse distribution is apparent. 

Percentages of suicides in six-months periods, calcu- 
lated from monthly standardized numbers, are given in 
Table IV, which shows clearly the distinction between 
the two countries as well as that between the two 
seasonal periods. | 

No explanation can be offered of v:hy pzople show 
any preference for committing suicide in the months 
that they do. It is not due to unemployment, which 
tends to be lower in summer than in winter. Similar 
distributions have been found for admissions to mental 
hospitals. But such analogies do nothing more than 
suggest that in the warmer months the relation between 
the individual and his environment is more strained than 
in the cooler: why that should be is unknown. 


Summary 


Some statistics of suicide are presented to show how 
variations in the incidence from year to year run in different 
age groups and how they differ between the sexes. 

The rather crude figures given here suggest that un- 
employment among men, or the society of which it is a 
feature, probably influences the suicide rate among men 
considerably ; unemployment among women probably. has 
no significant effect on the suicide rate among women; 
nor does unemployment among men have any decisive 
influence on the suicide rate among women. 

The average age (calculated from standardized figures) at 
which suicide is committed has been rising in both men and 
women since 1900. A relatively high proportion of the 
people attempting suicide under the age of 50 are women. 

The highest incidence of suicide in England and Wales 
is from spring until about midsummer, and the seasonal 
distribution is similar in Australia. 


Suicide Rates per million 

Years Males Females 
0- 25- 45- 65+ O- 25- | 45- | 65+ 

1861-70 .. 15 12 309 329 11 43 85 
1871-80 .. 15 137 329 395 11 45 87 84 
1881-90 .. 17 155 356 451 14 $2 88 76 
1891-1900 22 186 391 454 15 62 98 77 
1901-10 .. 24 197 448 476 16 67 110 77 
1911-20* 19 157 326 390 14 62 102 72 
1921 os 17 147 391 506 12 57 117 77 

1922 20 148 391 484 12 119 
1923 21 154 387 485 |. ,15 58 120 79 
1924 19 138 352 427 11 63 121 85 
1925 21 146 381 440 15 69 133 88 
1926 21 153 411 485 17 77 142 91 
1927 28 177 433 523 15 80 158 101 
1928 26 163 433 521 16 77 159 105 
1929 23 163 443 525 15 82 159 102 
1930 27 171 431 5C6 15 84 149 123 
1931 28 159 458 515 | °16 85 146 107 
1932 29 185 492 561 15 85 171 128 
1933 30 181 461 517 16 97 166 126 
1934 27 175 445 534 16 96 154 120 
1935 29 158 399 481 13 95 155 117 
1936 25 152 386 467 13 162 114 
1937 25 151 375 486 13 86 158 131 
1938 22 152 391 498 12 84 169 123 
1939 25 135 358 462 11 85 159 133 
1940 17 123 312 464 a 69 155 133 
1941 16 117 232 384 7 62 126 101 
1942 17 109 211 340 6 63 118 103 
1943 17 128 219 339 7 70 112 100 
1944 16 120 226 350 6 61 107 100 
1945 14 114 226 371 8 67 123 108 
1946 15 121 244 412 9 70 145 128 
1947 17 100 254 410 8 66 146 148 
1948 19 108 269 445 6 65 159 148 
1949 17 108 278 443 8 61 144 156 





























* Figures slightly inaccurate in this decade be:ause of war years. 


TaBLe B.—Great Britain, 1923-47: Numbers of Suicides in Each 
Year and Numbers of Unemployed in Thousands (Average 
of Monthly Figures) in Each Year 














= Unemployed 
Year neceart (in Thousands) 
Males Females Males Females 

1923 3,132 1,144 1,022 268 
1924 2,878 1,202 883 248 
1925 3,106 1,350 1,003 237 
1926 3,384 1,489 1,111 291 
1927 3,811 1,599 919 193 
192% 3,751 1,605 1,012 219 
1929 3,805 1,653 990 240 
1930 ' 3,875 1,671 1,430 486 
1931 3,971 1,669 2,029 621 
1932 4,497 1,836 2,282 462 
1933 4,265 1,912 2,124 397 
1934 4,211 1,871 1,804 356 
1935 3,855 1,835 1,683 353 
1936 3,786 1,789 1,439 316 
1937 3,747 1,871 1,197 287 
1938 3,853 1,887 1,366 424 
1939 3,624 1,836 1,120 393 
1940 3,152 1,765 608 354 
1941 * 2;584 1,478 183 + 167 
1942 2,345 1,448 77 46 
1943 2,439 1,466 54 28 
1944 2,421 1,378 51 23 
1945 2,439 1,554 84 53 
1946 2,883 1,744 260 115 
1947 2,890 1,775 342 138 
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TABLE C.—Actual and Standardized Numbers of Suicides by Months in Certain Periods in England and Wales and in Australia | 
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England and Wales 1 Australia 
1921-9 1930-9 1940-8 1930-9 
Month F 
o! Actual Standardized Actual Standardized Actual Standardized Actual Standardized 
oO. No. No. No. No. No. No. No. 
M F M F M F M F M F M F M F M F 
Jan. .. | 2,234 823 2,193 808 3,058 1,400 3,002 1,374 1,751 1,005 1,720 987 591 147 580 144 
Feb. .. | 2,009 857 2,167 924 2,767 1,239 2,986 1,337 | 1,729 991 1,858 1,065 537 139 580 150 
March ous 1, 2,352 988 3,246 1,478 3,187 1,451 2,096 1,120 2,058 1,198 571 135 561 133 
April..| 2, ; 961 2,530 975 | 3,325 529 3,373 1,551 ry 4 1,175 4 1,192 475 99 482 100 
May a8 2 1,057 2,496 1,038 3,374 1,507 3,312 1,479 1,977 1,207 1 1,185 520 127 $11 125 
June 2,475 045 2,511 1,060 3,262 1,509 a 1,531 2,140 1,186 2,172 1,204 445 114 451 116 
July 2,570 1,053 2,523 1,034 3,180 1,420 3,122 1,394 1,960 1,256 1, 1,233 522 135 $12 133 
Aug. 2,287 915 2,245 898 3,015 1,321 2,960 1,297 1,759 1,084 1,727 1,065 487 138 .| 478 135 
Sept yer 885 2,192 898 2,911 1,312 2,953 1,331 1,760 1,038 1,786 1,053 558 134 566 
Rov.:: | fom | $88 | dave] $82 | Sear | ser | Sess | aes | eis | aes | 1s | tase | gee |e | 338 | eh 
’ . , ) ’ ’ ’ ’ ’ 1 558 1 
Dec 2,140 891 2,101 875 2,728 1,354 | 2,678 | 1,329 1,740 1,118 1, 1,098 524 164 514 161 



































The standardized numbers were computed to four decimal places for the graphs and calculations given in this paper. 





ANTIHISTAMINE TREATMENT OF 
ACUTE NEPHRITIS 


BY 


DAVID LAWSON, M.D., M.R.C.P. 


Medical Registrar (lately Resident Assistant Physician), the 
Hospital for Sick Children, Great Ormond Street, London 


In almost every case of acute nephritis a history can be 
obtained of a bacterial, usually a streptococcal, infec- 
tion which precedes the nephritis by between one and 
three weeks ; it was -this uniform association, and the 
characteristic time interval, which gave rise to the idea 
that immunity responses were involved in the patho- 
genesis of the disease—an aetiological hypothesis which 
is now widely accepted. The known mediatioh of 
histamine or a histamine-like substance as a final com- 
mon path in the production of a variety of hyper- 
sensitivity phenomena made it likely that sooner or 
later a trial would be given to one of the recently 
developed antihistamine drugs in the treatment of 
acute nephritis. 

The ‘theoretical basis of such a treatment is tenuous, 
consisting as it does merely in the observed association 
mentioned above; and a consideration of the charac- 
teristics of the disease will suggest that the interpreta- 
tion of the results in a fairly short series of cases is 
likely to be very difficult. ° 

Acute nephritis is known to have, on the whole, a 
very good prognosis, but nevertheless to follow a widely 
variable course. There are very few cases which, 
properly managed, will suffer permanent impairment 
of renal function or develop progressive disease, 
though the exact effect of such management is not 
clearly known: it follows that even if a treatment were 
found which would absolutely prevent such serious 
consequences a very long series would have to be 
studied to prove that this was the case. There are 
only two ways in which this difficulty might theoretic- 
ally be overcome. - 

First, if it were possible to define clearly on admission 
which cases were likely so to progress. Unfortunately 
this is not possible, nor has it ever been shown that 
there is a strong correlation between the severity of the 
disease at its inception, however measured, and the 
long-term prognosis. 

Secondly, if the treatment under trial were to give 
dramatic and sudden relief of the symptomatology of 


the disease. Even if ‘his were to occur the effect upon 
long-term prognosis would not be clearly proved until 
a large series had been followed up, although the 
probability of such effect would be strong enough to 
justify the optimistic use of the treatment. 

Craig, Clark, and Chalmers (1949) reported their 
experience in the use of mepyramine maleate (“an- 
thisan”’) in the treatment of a series of cases. The 
average duration of the disease in their treated series 
was two to three weeks, and in the series of untreated 
cases, with which it was compared, about four months. 
This result was encouraging, but the work suffered, as 
the authors pointed out, from two defects: first, there 
were only eight cases in each series ; and, secondly, the 
treated and the control cases occurred in different years, 
and the series could not therefore be regarded as 
adequately controlled. 


Present Investigation 


After the publication of their article it was decided 
to carry out a carefully controlled trial of mepyramine 
maleate in the treatment of acute nephritis at the 
Hospital for Sick Children.* The arrangements for the 
trial were as follows. 

All cases of acute’ nephritis—Ellis (1942) Type 1— 
admitted to the hospital between May 1949 and May 
1950 were included in the series. Each case on 
admission was allotted a serial number. Odd numbers 
were treated with mepyramine maleate ; even numbers 
were controls. The following records were made in all 
cases ; (a) a 24-hour specimen of urine was collected 
whenever possible for each of the first few days ; 
(b) daily blood-pressure readings were taken: until 
stable and normal; (c) daily blood-urea levels were 
estimated until they were stable and normal ; (d) daily. 
fluid intake was measured for the first few days ; 
(e) daily weight was recorded until stable ; (f) the E.S.R. 
was estimated on admission and weekly until normal ; 
and (g) when gross haematuria -had ceased, weekly | 
Addis counts took the place of the daily urinary inves- 
tigation until discharge, after which they were performed 
monthly and subsequently at longer intervals. 

Mepyramine maleate was given to alternate cases for 
ten days in the following dosage:—Children under Zs 
300 mg.- daily in divided six-hourly dosage ; children 
over 3: 600 mg. daily in divided six-hourly dosage. 


*The inefficacy of mopyraane in a series of similar length. has 
since been reported by Thomson (1949). 
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A third of this dosage was given initially ; it was then 
built up rapidly to the full dosage in a day or two. 
No signs of toxicity were noted in any child. 

All cases, both in the control and in the treated 
series, were given penicillin intramuscularly in normal 
therapeutic dosage for five days, in order that all should 
be on the same footing so far as the treatment of infec- 
tion was concerned. In order further to standardize 
management, the following diet was given in all cases: 
For the first two or three days glucose and fruit juice 
only. For the next day or two a low-protein diet was 
given, and was built up to a diet of normal protein 
intake—that is, about 1 g. per pound body weight a day 
—by the fifth or sixth day, but with no added salt until 
the urinary output had become normal. The fluid in- 
take until diuresis had occurred (in those cases showing 
evidence of fluid retention) was restricted to 15 ml. per 
pound body weight a day—that is, estimated non- 
urinary loss—plus the previous 24-hotirs’ urinary 
output. 

The children were kept in bed in this hospital, or in 
the later stages at the country branch hospital, until the 
blood pressure, blood urea, and urinary oytput were 
normal, and until the Addis count and E.S.R. were 
approaching the upper limits of normality. After dis- 
charge the cases were all examined once a month in a 
special follow-up clinic. 

Thirty-six consecutive cases were admitted to the 
series, but of these three were withdrawn: a relapsing 
case first seen in a relapse; a case in which mepyr- 
amine was given, owing to a misunderstanding, for 
three days only; and a fatal case of pneumococcal 
meningitis with a secondary nephritis. There remain, 
therefore, 33 cases for analysis—16 mepyramine and 17 
control cases. |! 

The comparability of the two series as they arose by 
automatic alternate selection of cases is studied in 











Table I. It will be seen that the two series were in 
Taste I.—Comparability of the Two Series on Admission 
| 
“ 3 6 § ets. 
| ¢s| #e/.5/] 8 
4 Dy Se 3 5 ss E 3a 
6/83 a 3 ba s2/ 28 EE au 
Z\<¢5 m2 | Ze | <é 8 | ai 
Mepyramine| 16| 5| 6M10F/| 9| 6 5 14 16 | 16 
Control ..|17| 8| 6M1IF|12| 10 7 17 16 15 
Total .. | 33 | 13 | 12M21F/21/ 16 | 12 | 31 32 | 31 
































fact reasonably similar, both as regards sex and age 
distribution and in terms of the criteria of severity on 
admission ; that is to say, the frequency of oedema, 
hypertension, and nitrogen retention. 

In Table II the following items have been analysed in 
terms of the number of days’ duration of each 
abnormal finding in each case. The length of history 
on admission is also recorded. 


Oedema.—This is recorded in terms of the number of 
days before stable weight is reached. 


Diastolic. Hypertension—No arbitrary upper limit of nor- 
mality was set: the time is recorded at which the diastolic 
pressure in each case reached a stable level within the gross 
limits of normality. Difficult borderline cases were expected, 
but none occurred: in évery case recorded as hypertensive 
the diastolic pressure was above 95 mm. Hg on admission, 
and in each of these (except Case 6, in whom the disease is 
still active) the stable level eventually reached was below 


80 mm. Hg. 












































TasB.e II 
| o 
7) Duration in Days of Each Abnormal] 
a Sign (Day of Admission = 0) 
c 
e 3 ¢& % 
a 2 ; ir) 
| & § @ |2c8) & | ge 
: Z oe a wo 2 n £0 
J § = gel es 2 =% a 4 
z - bs 33 | ‘ Az 
3 oa § 3 2 3 § E oF § 3 ise 
= s {als Bj) sf) Ee] 2 388) & | 83 
a |al|< Oo |Aam| za | < jets] a | Re 
Mepyramine Maleate Series 
1 “ 4 4 —_ — ll 20 82 70 82 
3 7 7 3 me ae 10 11 18 18 
9 F 7 1 8 oa — 8 15 34 
11 F 9 5 — 30 8 67 130 75 130 
13 M | 10 7 5 10 6 30 70 53 70 
15 F 10 21 6 7 —_ 42 102 75 102 
17 F 2 2 — -— a - 21 38 38 
19 F 7 7 4 5 — 3 55 20 55 
21 F 7 10 7 a a —_ 40 14 
23 M 4 1 — — 7 8 55 105 105 
25 M 6 7 — 3 — 10 25 10 25 
27 M 2 3 — — ao 12 70 12 70 
29 F 10 6 8 8 — 28 150 48 150 
31 F 6 5 3 — -= 8 56 60 60 
33 M 2 0 — — — 1 8 10 10 
35 F 6 1 10 — 6 14 80 86 86 
Mean 16 62 45 67 
Control Series 
2 M 2 7 3 — | 1 13 43 6 43 
6 M | 12 7 | 14 180+] 30 180+] 180+) 180+] 180+ 
8 M 5 1 4 — —_— 2 7 bd 7 
10 F 6 14 10 9 a 7 14 19 19 
12 F 3 2 _- — — 7 —_— 5 5 
14 F 8 + 3 9 1 5 21 _ 2 
16 F + 6 — — 8 15 105 35 105 
18 M 3 7 10 7 7 22 55 50 $5 
20 M 6 8 3 8 — 1 50 45 50 
22 F 7 1 — 3 - 2 60 60 
24 F 4 1 4 —_ — 2 15 —- 15 
26 F 1 5 11 10 oa 6 28 12 28 
28 F 10 6 5 5 — 6 50 45 50 
30 F 5 a _ —_ _ 2 8 9 9G 
32 F 6 5 6 20 a 9 62 e 62 
34 F 4 21 4 4 6 9 76 40 76 
36 *+| M 3 7 — — 8 8 96 96 
Mean 17 52 40 52 



































* In Cases 8 and 32 the significance of the Addis count was vitiated by the 
presence of other infection. 


Raised Blood Urea.—40 mg. per 100 ml. is taken as the. 
upper limit of normality. 

Proteinuria.—20 mg. per 100 ml. is taken as the upper 
limit of normality. 

Addis Count.—The time in days at which the red-cell 
excretion falls below 5,000,000 ceils in 24 hours is recorded. 
The 5,000,000 level is the lowest which it is practicable to 
use for the comparative assessment of progress; it is un- 
common, “except in a clear relapse, for the count to rise 
above 5,000,000 once it has fallen below it, whereas there 
is often an oscillation around the 1,000,000 level for several 
weeks. For the final assessment of inactivity, however, the 
1,000,000 level is taken, and all cases recorded as inactive 
showed red-cell excretions below 1,000,000. 

Erythrocyte Sedimentation Rate—The time in days 4s 
recorded at which the E.S.R. falls below 15 mm. in one 
hour. In the final assessment of inactivity, however, the 
level of 10 mm. in one hour was taken. The reasons for 
the use of the higher level in the initial assessment are 
similar to those governing the selection of the 5,000,000 
level for the Addis count. 

Total Duration of Activity—In this column is recorded 
the number of days until normality is reached by all the 
above criteria. 


Results 


All cases but one have completely resolved according 
to all the criteria used within periods varying between 
5 and 150 days after admission. The only case still 
active is a 12-year-old boy who is still hypertensive and 
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has a raised Addis count and E.S.R. and passes 300 
mg. of albumin per 100 ml. of urine 14 months after 





TABLE IV.—Statistical Analysis 


















































admission. This child is a member of. the control t” tes 
c ad hed t 
T Ill : : AE é 
ABLE III.—Showing the Number of Cases Reaching Normalit z 5| 2 4 
by All Criteria During each Month After Admission , ; - A. Ege E E é 
S| eB isos) es Pe a 
Days: | 1-30 | 31-60 | 61-90] 91-120] 121-150] Over 150 7 38 ass eS) 85) 3 
Mepyramine (16 cases) 3 5 4 2 2 a amine 
Control (17 cases) .. | * 7 5 2 2 — Onecase stil] (4) Whole series { oo 4 po } 15 | 1-03 | 1-42 | 2-04 
active = 
- (6) All cases with f|Mepyramine | 9 | 68 
Whole series (33 cases)} 10 10 6 4 2 One casestill initial oedema} Control 7 ee } 17 | 0-93 | 1:35 | 2-09 
active (c) All cases with (|Mepyramine | 6; 89 
initial hyper- 29 | 1-19 | 1-29 | 2-15 
tension Control 10} 60 
P ° P ‘ P d) All i 
series. It is Clearly impossible to judge the effect of ' initial p> nin ieccumnseez’ $e Se } 13 | 0-49 | 0-92 | 2-23 
mepyramine maleate on the long-term prognosis in this — Gonteat ss 


series, in which only one case has failed to resolve 
completely. The following analysis therefore refers 
only to the experience of the first six months in each 
case, and for the purpose of the statistical analysis the 
still active case has been allotted the full period of six 
months. Follow-up periods range between six and 
eighteen months. i 

The mean period taken to return to normality in the 
mepyramine series is 67 days, whereas in the control 
series it is 52 days. If, in addition, the various criteria 
of cure are analysed separately it will be seen that the 
cases in the control series did consistently better than 
those in the mepyramine series ; the mean times taken 
to achieve normality in respect of Addis* count and 
E.S.R. were longer in the treated than in the con- 
trol series. The first impression therefore is that 
mepyramine maleate is deleterious. 

This difference is not, however, significant. As is 
shown in Table IV, the value of “t” is only 1.03, 
whereas it would have to be 2.04 in order to attain the 
lowest conventional level of significance—that is, to 
show that the difference was such as would arise by 
chance not more than once in every 20 such trials. 


Further Analysis of the Series 


The criticism may be made, after a study of Table II, 
that the series is heavily diluted with cases which were 
very mild on admission. Before the trial began it 
was decided that every case diagnosed clinically on 
admission as acute nephritis (Ellis Type 1) must enter 
the series in order to avoid both bias and the possible 
criticism of bias in the acceptance of cases for either 
half of the series. Furthermore, if any exact labora- 
tory data were to be used either in diagnosis or in the 
definition of severity, there would be inevitable delay 
after admission before the cases could enter the series ; 
this delay might affect the two halves of the series 
differently, and treatment of the mepyramine cases 
would be delayed. 

It was also recognized that it would be perfectly 
easy, should it seem desirable, to eliminate retrospec- 
tively cases of extreme mildness, provided that the 
criteria for so doing were clearly defined and did not 
depend upon any observations or measurements taken 
after treatment had begun. But in view of the lack of 
correlation between severity and long-term prognosis 
in this disease, to which reference has already been 
made, there seems to be no reason to exclude any case 
from the series. A separate analysis has, however, 
been made of the series formed of cases which passed 
one or another criterion of severity on admission ; in 
Table IV the expefience of cases presenting with 
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oedema, hypertension, and nitrogen retention, respec- 
tively, is analysed. It is seen that the difference be- 
tween the trial and control cases remains insignificant 
by whatever criterion the series is divided. 

As it seems likely that a logarithmic time scale is 
more appropriate than an arithmetical one on which to 
plot a process such as recovery. from tissue damage, the 
above calculations have been duplicated, using not the 
actual numbers of days taken to return to normality, 
but the logarithms of these numbers (Table IV): 
although Student’s “t” values are then considerably 
higher than in the arithmetical series, rievertheless 
significance is not attained in any case. 


Summary 


An attempt has been made to control as many of the 
variables as possible in the management of a series of 33 
consecutive cases of acute nephritis (Type 1 Ellis), of which 
alternate members were treated with an antihistamine drug 
for 10 days. : 

Cases have been followed for periods ranging between 
6 and 18 months: this report refers to the first six months’ 
experience of each case, during which period every child 
except one recovered completely. 

The periods in days taken to return to normality by 
various criteria are recorded. 

Analysis of the total durations of activity shows that the 
mepyramine cases were consistently slightly slower to resolve, 
but that these differences are not significant (P=0.05). 

This study was undertaken following a report that 
mepyramine had proved valuable in the short-term 
management of acute nephritis. This finding is not 
confirmed. 

In a short series such as this, in which every child but 
one recovered fully within a few weeks or months, it is not 
possible to study the effect of the drug upon the long-term 
prognosis: but, as a sound theoretical basis for the’ treat- 
ment is lacking, it does not appear justifiable to embark 
upon a necegsarily lengthy and laborious investigation of 
this kind without a better empirical background than this 
study affords. 

I wish to express my gratitude to the physicians and patholo- 
gists of the Hospital for Sick Children for t co-operation in 
this trial, and to the Research Committee of the hospital, under 
whose auspices the work was carried out, for permission to 
publish the results. I am also indebted to Dr. J. A. Fraser 
Roberts for advice on the statistical treatment. 
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TREATMENT OF PSYCHONEUROSIS 
MODIFIED CO, ABREACTIVE TECHNIQUE 
BY 


W. LIDDELL MILLIGAN, M.D., B.Sc. 
Consultant Psychiatrist, St. George’s Hospital, Morpeth ; 
Late Deputy Physician-Superintendent, 

St. James Hospital, Portsmouth 


During the past few years the production of abreaction 
by drugs or gases has taken a place in recognized psychi- 
atric therapy. Sargant and Slater (1940) and Sargant 
(1942) have described the. use of intravenous barbit- 
urates ; Palmer (1944) the use of ether ; Rogerson (1944) 
the use of nitrous oxide ; and Simon and Taube (1946) 
intravenous “ methedrine ” (methylamphetamine hydro- 
chloride). Meduna (1947) reported successful abre- 
actions following inhalation of 30% carbon dioxide and 
70% oxygen. None of these methods are completely 
free from danger, and some are decidedly unpleasant 
for the patient. High concentrations of carbon dioxide 
can produce an irreversible failure of the respiratory 
centre, and in this respect Meduna’s method would 
appear to be fraught with danger. It occurred to me 
that more use might be made of the “subcortical excit- 
atory state” described by Meduna, and that it should not 
be necessary for the patient to lose consciousness. The 
following modified technique was therefore developed. 


Method 


The patient receives treatment in bed in a quiet room 
and the procedure is briefly explained. It is emphasized 
that consciousness will not be lost, and that after in- 
haling the gas he is to “let himself go” and do and 
say exactly what he wants. It is useful to spend some 
time in ensuring that the patient knows what is required 
of him. A Boyle anaesthetic apparatus is used and the 
patient is first allowed to inhale pure oxygen, the mask 
being held a few inches above the face and gradually 
lowered into position. It is not wise to employ the 
harness, as this produces a feeling of constriction and 
would naturally tend to increase’apprehension. After 
a few respirations, carbon dioxide is gradually intro- 
duced until 10-15%. is being given. After twenty 
respirations the amount of carbon dioxide is increased 
to 30% and then almost immediately lowered to the 
former level. The inhalation is terminated rapidly after 
25-40 respirations. The concentration of carbon 
dioxide required varies quite markedly between indi- 
vidual patients, but the aim is to produce overbreathing 
with some restlessness. ‘ 

As soon as the mask is removed the nursing staff 
retire, but should be’ within call lest anye subsequent 
violence ensues. Some patients abreact immediately, 
but others recount former incidents for as long as half 
an hour before any true release of emotion takes place. 
It is necessary for the psychiatrist to devote at least an 
hour to each patient and to be content to await results, 
it only rarely being necessary to encourage the flow of 
material. When, however, the abreaction occurs, it is 
helpful to increase the drama and heighten the emotional 
atmosphere. 

Meduna originally described the treatment as a purely 
physical method, but I have used the modification 
described above purely as an aid to psychotherapy. 
Accordingly, only a few induced abreactions have been 


required in each case: the maximum number of such 
treatments in any one case was twelve. Up to date 
some 40 patients—mainly cases of hysteria or mixed 
states showing anxiety and obsessional features—have 
been treated. Every patient has benefited considerably, 
and in some the response has been dramatic. The follow- 
ing are illustrative cases. 


Case 1 


A tense, anxious man of 33 was seen as an out-patient 
after an abortive suicidal attempt. He complained of a 
severe “ pounding” headache, inability to relax, insomnia, 
and depression of seven years’ duration. He was unable to 
carry on-his business as newsagent and tobacconist, and 
stated that he had had impulses to attack customers and 
commercial ‘travellers. There was no relevant family 
history ; he was happily married and had two children. 

His personal history did not reveal any instability until 
1941, when, after taking part in 15 operations as an air- 
gunner in the R.A.F., he was “ grounded,” as he had 
suddenly become “a bag of nerves.” This was attributed 
to the fact that several of his friends had failed to return 
from a recent bombing operation. He received some 
psychiatric treatment, but improved only slightly, and 
continued to reproach himself with thoughts that he was 
“letting the side down.” After a further trial on ground 
duties, he was eventually invalided and sent to a neurosis 
centre, where he spent six months and received treatment 
by narco-analysis. There was.some improvement in his 
condition, but a few months later he relapsed and was 
sent to another neurosis centre, where he was given modified 
insulin therapy. There was again some improvement in his 
condition ; he gained a little weight, and was able to return 
home in four months. He stated that he felt better, but 
still had severe headaches and trembled easily. He started 
in business and struggled on, often visiting his doctor and, 
in his own words, “living on phenobarbitone.” 

The patient's confidence was gained at the first interview (at 
the beginning of which he had protested that he was sceptical 
of all psychiatrists), and it was decided to start abreactive 
treatment at once. After 35 inhalations of the carbon 
dioxide mixture he lay back peacefully and said, “ This is 
the first time in seven years that I have felt really relaxed 
yet thoroughly conscious.” He then began to talk quite 
rapidly about his Service experiences, and mentioned 
particularly the “injustice” of his not being given another 
chance to return to air-crew duties. He became more and 
more vehement, and then relived an incident which occurred 
when he was being medically boarded, and during which he 
felt that a senior officer had inferred that he was “ merely 
yellow.” He clenched his fists, shouted, raved, and finally 
burst into tears. After this session he was much calmer and 
relatively cheerful. Two days later he reported that there 
was a definite improvement in his condition and that he 
was able to sleep better. 

During the next session, after ranting on about “the 
frustrations of modern business,” he mentioned his father, 
who had financed his venture. There was a short pause; 
and he then suddenly began to shout and swear at the top 
of his voice. He fought, kicked, struggled violently, his face 
being contorted with rage—staring at some unseen person, 
threatening murder, and all the time pouring forth a torrent 
of abuse. After a few minutes he became lacrimose and 
sobbed for a considerable time. When he had settled down 
somewhat he said that, immediately before his illness began, 
he received a letter from his wife telling him that his father 
had, under the influence of alcohol, tried to seduce her. He 
had felt homicidal and lay awake all night, thinking out how 
he could put his father fo death in the most painful possible 
fashion. He could not mention his feelings to anyone, but 
finally decided that, as his father appeared duly contrite, he 
would “forget” the incident. This story was punctuated 
by further emotional outbursts. Hg was allowed to rest 
for half an hour, and thereafter he was found to be calm 
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and seemed quite happy. His first words were, “ What a 
fool I’ve been.” 

He has been seen on several occasions since then and 
has remained perfectly stable and completely symptom-free. 
His relations with his father are cordial and his business is 
flourishing. 

Case 2 


A well-built girl aged 22 was referred because of aphonia 
of four years’ duration. -She was accompanied by her 
mother, a dominant woman who did all the talking and 
said that she had read in a book that “ this could be caused 
by a shock,” that her daughter had had such a “shock” 
because of an accident at her work, and that therefore the 
company should pay compensation. Seen alone, the girl 
was quite serene, and stated that just before the beginning 
of her illness there had been an accident in the factory 
where she was employed and another girl was “ dragged into 
the machinery and killed.” She maintained that she had 
been perfectly well. until this incident, but had “lost her 
voice” immediately after. She had apparently attended a 
psychiatric clinic and narco-analysis had been attempted, 
without improvement. 

Little was revealed during the first abreactive session, but 
she spoke (in a whisper) a great deal about her brother, and 
said that she wanted to get better “ more than anything else 
in the world ” so that she could resume singing in the church 
choir. She maintained that she did not want compensation, 
and released some aggression against her mother. During 
the second induced abreaction she mentioned the name of 
a former boy friend and then became extremely agitated ; 
she clenched and opened her hands and tears rolled down 
her cheeks. After this session she was very depressed and 
agreed to being admitted to hospital for a few days. 

On the following morning carbon dioxide inhalation was 
again administered, and it was suggested that she should try 
to remember the happenings of the day before the accident. 
On this occasion she lay quite still when the mask was 
removed, and then, after straining to produce a long sibilant 
sound, uttered a piercing scream. She struggled, shouted, 
wept, and continued this activity for three or four minutes, 
after which she sat bolt upright, seized me by the hand, and 
poured forth her thanks. It appeared that on the day previ- 
ous to the accident she was returning from choir practice 
with her boy friend, when he attempted to have intercourse 
with her. She had previously permitted some “love play ” 
and did not at first realize what was happening, but when 
she discovered this she screamed, struggled, and eventually 
ran away. She felt ashamed, humiliated, and afraid of 
becoming pregnant. She managed to evade her family and 
went to bed, but lay awake weeping all night. In the morn- 
ing she dressed hurriedly and left the house before the rest 
of the family were awake. When she arrived at her work 
she could not speak, and imagined that God had taken away 
her voice as she had been so wicked. The accident occurred 
later that morning, and it was assumed that her misery and 
agitation were due to this. She was discharged from hospi- 
tal the next day and resumed work in a few weeks. She 
has since been seen on several occasions, and remains stable. 


Case 3 


An excessively tidy married woman aged 42, obsessed 
with the idea that she was suffering from schizophrenia, 
was referred by her doctor, who stated that she was con- 
stantly calling him in the middle of the night, saying that 
she was dying. 

On examination she was found to be extremely tense, 
anxious, apprehensive, and morbidly introspective. She sat 
rigidly on the edge of the chair, with hands and teeth 
clenched. She admitted that she had always been “ nervous,” 
but denied that her parents or her brother were otherwise 
than “extremely well-balanced people.” She expressed a 
great love of her parents, particularly her mother, whom 
she described as “ the best mother in the world.” Her symp- 
toms were of over 20 years’ duration, and she had received 


treatment (modified insulin and electric. convulsion | treat- 
ment) in two mental hospitals. She felt that her case was 
hopeless and was tortured by the thought that her child 
would “be the same.” Narco-analysis was attempted, but 
on infinitesimal amounts of thiopentone she would merely 
become somewhat drowsy and elated, repeating over and 
over again, “ My beautiful son.” It was decided to employ 
induced abreaction with carbon dioxide. 

On the first occasion she started talking rapidly as soon 
as the mask was removed and, almost immediately, relived 
an incident which occurred when she was 10 years of age. 
She had apparently reported to her mother that her brother 
had been disrespectful to some people in the street, and after 
this her brother (to whom she was very much attached) did 
not speak to her on any occasion for two years. She wept 
bitterly for several minutes and then began to disclose 
several other incidents. After this treatment she was much 
more calm and self-composed. She reported that after 
leaving the treatment room she found that for the first 
time in*her life she felt “easy” with people and wanted 
to talk to them. When she went to bed that night she felt 
relaxed for the first time in many years and did not want 
to go to sleep “as it was so wonderful to feel entirely at 
ease.” On the next morning, however, she had again 
become tense and worried. 

During the second treatment she began by talking about 
her mother, and then re-enacted three childhood incidents, 
with appropriate emotional reaction. At the age of 5 she 
accidentally upset a bucket of water over her 3-year-old 
brother, who developed pneumonia on the same night. Her 
mother would not speak to her for weeks, except to accuse 
her of causing her brother’s illness. The emotional storm 
aroused by this incident lasted for 15 minutes. When she 
was 7 her mother developed a fear of animals, and on one 
occasion she received an unmerciful beating because she 
fondled a dog. After relating further incidents she sat up 
in bed and said, “ This is all very childish, as well as being 
disloyal to my mother.” She then proceeded to continue 
her story as if nothing had happened. After this session 
she said that she felt much improved. 

The major abreaction in the third treatment occurred 
when she mentioned her mother’s “ peculiar habits.” She 
said that her earliest recollection was of her mother spitting 
on the floor and making her take some of the sputum on 
her finger and then place her finger in her mouth. She was 
commanded to do this on frequent occasions, and when her 
brother was old enough he too assisted in the ritual. During 
this enaction she evinced horror, disgust, and revulsion, and 
she retched. Immediately after, however, she recalled that 
she had fractured her femur at the age of 10, and her mother 
had “ spent all her savings to pay for the best doctors ” and 
had nursed her day and night. She later recalled seeing her 
father in “ epileptic fits.” ' 

During the fourth and last treatment she recalled that 
when she was 16 a man working in the same office kissed 
her. Her mother had always threatened to kill her if she 
“did anything wrong with a man,” and she was terrified lest 
she was found out. It was after this that she began to feel 
tense and became “nervous.” This re-enaction produced 
the most extreme emotional reaction of all, and she wept 
for half an hour. 

This patient is still attending the out-patient clinic, but 
a very good adjustment has been obtained ; she is now able 
to cope with her problems in a realistic way and is living 
a happy and useful life. 


Comment 


The method described has much to commend it, in 
view of its technical simplicity, the patient’s freedom 
from unpleasant physical sensations, and the fact that 
consciousness is retained throughout the treatment. 
Most patients express amazement at the clarity with 
which incidents are recalled. | Names and faces, long 
since forgotten, are remembered “as if I had seen the 
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person yesterday.” §Repressed material is released 
fluently, and the saving in time is tremendous. In my 
experience the method is much more successful in re- 
vealing repressed incidehts and particularly repressed 
emotions than the procedure of narco-analysis, using 
intravenous barbiturate. If partial resistance is encoun- 
tered during the session, a few further breaths of 20% 
carbon dioxide will usually be sufficient to overcome this. 
The patient is able to leave as soon as the session has 
ended, and there are no complaints of headache and 
giddiness such as are found after the use of higher 
concentrations of carbon dioxide or one of the other 
methods of inducing abreaction. It is therefore a suit- 
able method for use in the treatment of out-patients. 

Case 3 is quoted to indicate the value of the treatment 
in even the most chronic types of psychoneurosis. The 
applications of this method are undoubtedly much more 
diverse, than those of the abreactive techniques: which 
were developed originally to deal with the casualties of 
war. 

Summary 

A simple method of producing abreaction and liberation 
of repressed memories by the use of carbon dioxide is 
described. 

This method is perfectly safe, and is particularly euteante 
for use in the treatment of out-patients. 

Three illustrative cases are reported. 
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IDIOSYNCRASY TO AUREOMYCIN 


BY 


P. D. BEDFORD, M.D., M.R.C.P. 
(From the Cowley Road Hospital, Oxford) 


Treatment with “aureomycin” is commonly com- 
plicated by side-effects which, although unpleasant, are 
rarely so severe that the drug must be. discontinued 
(Spink et al., 1948 ; B.M.J. Annotation, 1950a ; Harris, 
1950 ; Leitner, 1950 ; Parets, 1950 ; Tomaszewski, 1951). 
Further, the diseases for which aureomycin is available 
in this country are such that the risk of stopping treat- 
ment usually outweighs the unpleasantness of its side- 
effects. A case is here reported, however, in which a 
reaction to aureomycin was so severe as to preclude 
absolutely its further administration, and which in an 
elderly or enfeebled individual might well have been 
catastrophic. When its cost becomes less prohibitive 
and supplies less exiguous, aureomycin will be used as 
widely as penicillin, for it has a wide range of anti- 
bacterial activity, and “drug-fastness” has not yet 
occurred (B.M.J. Annotation, 1950b) ; 
reactions are therefore to be expected. 


Case Report 


The,patient was a healthy but obese man aged 36, whose 
only known drug idiosyncrasies were to aspirin (with nausea, 
vomiting, and urticaria) and to penicillin (with eczematous 
dermatitis) (Bedford, 1946). There was neither a personal 
nor a family history of asthma, hay-fever, or other 
“ allergic” disorders. 

Although ‘he was known to be “ sensitive” to penicillin, 
the patient had undergone 72 hours’ treatment with a total 


. 


similar severe — 


of 1,500,000 units of penicillin four weeks previously, under 
a heavy “umbrella” of antihistaminics and ephedrine, for 
a cellulitis of the face which had failed to respond to 
sulphonamides. In spite of the “umbrella” he had 
developed dermatitis of the thands and feet which had 
gone on to heavy exfoliation. Other than this, no episode 
of drug idiosyncrasy had occurred since his first reaction 
to penicillin in 1944 (Bedford, 1946). 

During the recent influenza epidemic he developed fever 
and a cough productive of purulent sputum. He was given 
1 g. of aureomycin by mouth. Ten minutes later he noticed 
itching between the outer toes of both feet and of the groins, 
sites which had been infected with ringworm some years 
previously. Two to three minutes afterwards rapidly 
ingravescent respiratory embarrassment developed, consist- 
ing of inspiratory and expiratory dyspnoea accompanied by 
stridor and cyanosis. A suffocating minute ensued in a 
stridulous fight for breath, with eyes protruding and suffused, 
face a dusky purple, and “the world a reddening haze.” 
A crowing indrawing of breath terminated the inspiratory 
difficulty, and was succeeded by a typical asthmatic attack, 
with the chest expanded in wheezing inspiration, the acces- 
sory muscles of respiration in action, the patient sitting bolt 
upright with hands on knees and shoulders elevated, and a 
difficult unproductive cough. 

The only antispasmodic readily available was a proprietary 
preparation of nor-adrenaline in 20-mg. tablets for sublingual 
administration. Three of these were allowed to dissolve 
under the tongue, with no effect other than palpitations 
and a pounding in the head beginning after about 10 minutes 
and lasting for 15 minutes. 

An itching tightness of the hands and feet developed and 
proceeded rapidly to gross pitting oedema of the hands, feet, 
scrotum, lips, and tissues about the eyes; several giant 
urticarial lesions appeared about the wrists and ankles. Sub- 
cutaneous adrenaliné to a total of 1 ml. of 1/1,000 solution 
given half an hour later failed to modify the reaction. 

The asthmatic attack subsided spontaneously two hours 
after its onset, but the oedema (a confluent urticaria) of the 
scrotum, hands, feet, and face reached maximum about two 
hours afterwards, and slowly subsided some 36 hours later. 

The original infection was in no way modified by the 
aureomycin but ran its course, to subside by lysis within 


a week, 
Discussion 

The view that this alarming episode was due to aureo- 
mycin, and was not merely coincidental, was streng- 
thened by a strongly positive skin test. A 12-mm. 
wheal with “ pseudopodia ” developed within 15 minutes 
after 0.1 ml. of a 0.25% solution of aureomycin in water 
had been injected intradermally (see Table) ; “ controls ” 


were negative. 
Sensitivity Tests 








Wheal at | Wheal at 
Test Substance 15 min. 30 min. Dose 
(mm.) (mm.) 
Penicillin “ aii 10 13 100 units in 0-1 ml. 
Streptomycin .. ot 9 12 0-1 ml. of 0-2$% solutioa 
Aureomycin ..  .. 12 15 O1,, » 025% ,, 
Chloramphenicol . 9 12 1. » O25% tw 
Terramycin.. 4 10 Ot ..- « @fe 
Trichophytin* 14 11 Ot ss ts ioe" dilution 
Trichophytin® ici B) 22 18 0 I “ 1 mega unit 
ml. 
Vitamin B,, from sep- 
& 9 0-1 ml, of 20 ug./ml. 
Vitamin Bre from fiver. 0 0 0-2 ,, ,, 10 ug./ml. 
Sterile water .. 0 0 0-2 mil. 
House = 0 0 0-2 ,, 
Po 0 0 0-2 ,, 
Feathers 0 0 0-2,, 
Acetic acid a 4 0-1 ml. acetic acid pH 3-4 
Horse serum 0 0 0-2 mi. 














* 24 hours after the subsidence of this wheal a 20-mm. ringed, itching 
scaling lesion developed at the site of injection. 

It is interesting to speculate on the possible relation- 
ship between this patient’s idiosyncratic reactions 
to penicillin and aureomycin. His first episode of 
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penicillin dermatitis in 1944 was an acquired sensitivity 
phenomenon induced by a second course of penicillin 
25 days after the first (Bedford, 1946). The second 
and more severe episode, four weeks before the incident 
reported above, was expected and guarded against. But 
the reaction to aureomycin had occurred with the first 
dose. Tomaszewski (1951) has noted that “ side-effects 
to chloramphenicol and aureomycin . . . developed 
more rapidly in cases previously treated with penicillin 
and streptomycin.” Can aureomycin and penicillin 
have common antigenic properties? Experiments are 
in progress to elucidate this point. 

It is of interest that the patient’s first symptom was 
pruritus at the site of previous fungus infection. In view 
of the possible relationship between penicillin, aureo- 
mycin, and ringworm of the feet, it was considered that 
the patient may be “ sensitive ” to the many products of 
mould growth used therapeutically. Skin tests showed 
that this was indeed highly probable (see Table). Peni- 
cillin, streptomycin, aureomycin, chloramphenicol, 
“terramycin,” and aerosporin (polymyxin B) gave 
strongly positive results on intradermal injection. 
Numerous “contro!” suspensions and sera were nega- 
tive, but ah acetic acid solution of pH 3.4 used as 
“ control ” for those antibiotic solutions which are highly 
acid gave a weakly positive result. Trichophytin (a 
product of culture of a common pathogenic skin fungus) 
also yielded a strong positive, as did a proprietary pre- 
paration of vitamin B,, made by streptomyces culture, 
whereas a vitamin B,, made from liver extract gave a 
negative result. It should be noted that ch'oramphenicol, 
although a synthetic compound, also yielded a positive 
result: it is thus reasonable to infer that the dermal 
reactions are not due solely to impurities present in 
extracts of mould cultures. 

It is invidious to argue from the particular to the 
general, but it is reasonable to assume that this patient’s 
idiosyncrasies are not unique. This has already been 
demonstrated with a vitamin B,, streptomyces product 
(Bedford, 1951). Severe reactions, however uncommon, 
to aureomycin and the newer “antibiotics” should 
therefore be anticipated, particularly in those people 
who are “sensitive” to penicillin. 

* Summary 

A severe idiosyncratic reaction to aureomycin is described 
in a patient known to be “sensitive” to penicillin. 

Dermal tests have shown him to be “sensitive” to many 
“ antibiotics ” and to trichophytin (a product of growth of 
a common pathogenic skin fungus). 

There is possibly an antigenic relationship between the 
products of growth of various moulds and fungi. 

Though they may be uncommon, severe reactions to the 
newer “antibiotics” should be anticipated, particularly in 
people known to be “sensitive” to penicillin. 

I am grateful to Dr. R. L. Vollum, director of the Public 
Health Laboratory Service, Oxford, for supplying the terramycin ; 
to the director of the Mycology Reference Library, London, for 
the trichophytin; and to Mr. W. Trillwood, chief pharmacist of 
the United Oxford Hospitals, for his assistance. 
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A NEW DILUTING FLUID FOR THE 
EOSINOPHIL COUNT | 


BY 


T. MANNERS, M.B., B.S. 
Registrar, Central Laboratory, Royal Infirmary, Sunderland 


Eosinophil counts are widely used in the control of 
treatment by A.C.T.H. and adrenal steroids. These 
counts are usually done by direct enumeration in the 
counting chamber. The diluting fluids generally 
employed for these counts are either the eosin-acetone 
diluent of Dunger (1910) or the phloxine-propyleneglycol 
diluent of Randolph (1944). 

The diluting fluid described below has several practical 
advantages over these solutions, and fulfils the main 
requirements of a diluent for these counts. 


Method 
The formula for the diluting fluid used is : 
Urea ni i ae pa rf 50 g. 
Trisodium citrate 0.6 g. 
Distilled water .. iia 3 to 100ml. 
Aqueous phloxine 2% .. nA ‘u 5 ml. 


It is found in practice that eosinophils tend to collect 
around any floating particle, thus giving an uneven dis- 
tribution in the counting chamber, which predisposes to 
erroneous counting. It is therefore advisable to centri- 
fuge the whole stock as soon as it is made. If the upper 
100 ml. of the supernatant liquid is carefully pipetted 
into a thoroughly clean receptacle any dust or foreign 
particles will be removed. The remaining 5 ml. is dis- 
carded. The diluent keeps well at room temperature. 

Ordinary white-cell counting pipettes are used, and 
four Fuchs—Rosenthal counting chambers are required 
for each count. 

Blood from the second or subsequent drop from a 
finger-prick is drawn to the 1 mark of the pipette and 
diluent added to the 11 mark. The pipette is imme- 
diately shaken for two to three minutes, and then the 
four counting chambers are filled by capillation. The 
counting chambers are set aside in a moist chamber 
made by placing a few sheets of filter paper soaked in 
water in the bottom of a large Petri dish. After 15 
minutes nearly all the leucocytes other than eosinophils 
are lysed. As lysis of the eosinophils does not occur 
from prolonged contact with the solution, the filled 
counting chambers may be left in the Petri dish up to 
two hours before counting. The count is then per- 
formed under the 16-mm. objective with a x 10 eye- 
piece. The eosinophils are stained pink and the bilobed 
nucleus is frequently prominent. A few neutrophils 
and lymphocytes may still remain after 15 minutes, but 
they are unstained and cannot mistaken for eosino- 
phils. All the ruled area of the chamber is counted. 
The total volume of the four counting chambers is 4 by 
3.2 c.mm. = 12.8 c.mm., and the dilution is 1:10. The 
number of eosinophils per c.mm. is therefore ascertained 
by dividing the total number counted by 1.28. 


Experimental Work 
The effect of mechanical agitation of the eosinophils 
when suspended in this solution was studied by the. 
following experiment. 
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Five healthy young adults were used as subjects. From 
each, two pipettes were filled consecutively from a sing!e 
finger-prick. One of the pipettes was treated according 
to the method described, but the second pipette was 
mixed and then allowed to stand for half an hour on 
the bench. It was then vigorously reshaken, and four 
counting chambers were filled. After five minutes a 
count was made. The results are given in the Table. 


Results of Experiments 








ah After Standing 
Case Normal Count + Hour in Pipette 
1 164 167 
2 66 72 
3 388 342 
4 176 162 
5 133 141 








Summary 


A diluting fluid for eosinophil counts is described. It 
evaporates slowly and mixes easily. It stains eosinophils 
pink, and does not lyse them. It lyses other leucocytes and 
erythrocytes. 
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Medical Memorandum 








Similar tests were performed, leaving the pipette for 
longer periods, but it was found that the eosinophils 
formed clusters which no amount of shaking would 
break up. This was also noted by Rud (1947), who 
used a diluting fluid of quite a different composition. 
These aggregates may produce errors in counting, so 
that it is not advisable to leave filled pipettes longer 
than half an hour. 


Discussion 


The disadvantages of Dunger’s eosin-acetone diluent 
have been demonstrated by Henneman, Wexler, and 
Westenhaver (1949). It was shown that with this diluent 
the. counting chambers have to be filled within five 
minutes of mixing in the pipette. If the pipette is left 
for longer periods the reshaking that is necessary before 
filling the counting chambers causes the breaking up of 
many of the eosinophils. Further, the relatively rapid 
evaporation of this fluid means that there can be no 
delay in performing counts. These factors introduce 
practical difficulties if the blood has to be taken in the 
wards. 

The phloxine-propyleneglycol is an oily liquid which 
evaporates slowly and stains eosinophils pink, but also 
has some disadvantages. It has a high viscosity, which 


prolongs both the mixing process and the settling of the 


cells in the counting chamber. Some of the cells remain 
permanently in a different plane from the rest, necessi- 
*tating repeated refocusing. It does not lyse leucocytes, 
and its refractive index makes unstained leucocytes stand 
out more prominently than they do when suspended in 
watery solutions. As the eosinophils are usually only 
about one in fifty cells, they are thus more difficult to 
count in this solution than they are in solutions in which 
other leucocytes are lysed. The ease with which an 
eosinophil count can be performed is of considerable 
importance, because four counting. chambers are 
required for each investigation. 

The phloxine-urea diluent described has none of these 
disadvantages. The high concentration of urea slows 
evaporation but raises the viscosity. only slightly above 
that of water, so.that mixing in the pipette and settling 
of the cells in the counting chamber are rapid. Other 
leucocytes are lysed, so that the eosinophils are easily 
distinguished: and are all in the same plane ; counting 
can therefore be done speedily and without fatigue. 
For these reasons the urea diluent is preferred to those 
generally used. 


Aleukaemic Myeloid Leukaemia Presenting 
as Aplastic Anaemia 


Cases of aleukaemic leukaemia usually present a diag- 
nostic problem which is solved by examination of the 
bone marrow. In one case we describe, the clinical 
diagnosis of acute leukaemia was not substantiated by 
the haematological findings, which suggested a diagnosis 
of hypoplastic anaemia, apparently confirmed by re- 
covery after treatment. Five months later, however, the 
patient was again admitted to hospital and died of 
typical acute myeloid leukaemia. 

The reported cases of aleukaemic leukaemia present- 
ing as aplastic anaemia—for example, that of Parkes 
Weber (1932)—had recognizable early myeloid cells in 
the peripheral blood with the exception of that of Easton 
(1930). In Easton’s case there is no mention of the 
sternal marrow findings or of thrombocytopenia. Only 
terminally did our case show identifiable precursor cells, 
and at no time was the spleen or liver palpable. 


Case Report 


A 14-year-old schoolgirl was admitted to hospital on 
March 17, 1949, having two weeks previously developed 
a sore throat, for which she had received penicillin lozenges 
and oral sulphadiazine (total 20 g.). After four days of 
this she was observed to be notably pale. For four days 
before admission she had vomited frequently, and on admis- 
sion complained of headache, weakness, and nausea. There 
had been no obvious bleeding from the mucous membranes. 
She was extremely pale, with severe herpes labialis and a 
temperature of 104° F. (40° C.). Her gums were normal. 
The liver, spleen, and superficial lymph nodes were not 
palpably enlarged. Both ocular fundi showed fairly large 
circumscribed haemorrhages, reminiscent of subhyaloid 
haemorrhages seen in cases of subarachnoid haemorrhage. 
There were no other abnor-ral signs in any system, and 
acute leukaemia was diagnosed. 

The blood count (see Table) showed Tiirk cells but no 
nucleated ‘red blood cells or other abnormal cells. In view 
of the pancytopenia, the sternal marrow was examined 
and found to show gross hypoplasia (another puncture of 
the sternum gave identical findings): —reticulum cells, 2% ; 
haemocytoblasts, 1.75% ; myeloblasts, 8% ; premyelocytes, 
3.25% ; n. myelocytes, 0.5% ; n. metamyelocytes, 0.25% ; 
segmented polymorphs, 0.25%; no. eosinophil or basophil 
cells were seen ; lymphoid cells, 56% ; plasma cells, 1.5% ; 
proerythroblasts, 5.5%; mnormoblasts: basophilic 6%, 
polychromatic 5.5%, orthochromic 8.5%. A diagnosis of 
hypoplastic anaemia, the result of sulphonamide therapy, 
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Summary of the Blood Counts 
Varieties of Leucocytes (%) 
- Reti- | Reti- 
Date |Hb%! RBC. | C1. | W.B.C. Lym- Meta- Pre- cul lo- | ,, Platelets 
N. | Eosino- | Baso- | “J | Mono- Myelo-| ivi io-| aa) Cul 
$0- | ‘pho- Turk’ myel ye lo- | Mye' (per c.mm.) 
Polys.| phils | phils | Die, | cytes png cytes ros blasts | Cells | cytes 
17/3/49 36 | 1,750,000 | 1-03 600 | 11°} — a | 5 8 anes da hen aes po : 8.800 
21/3/49 - — — | 1,300 i-; — — | 945] 3-5 1 — ~ oan a Ee" 3? 7,000 
mee (OMS iie |= | = |= |) 2 Pt lS) S42] SS lee 
29/3/49 | 534) °° — ees PD Oo i Beek od a eee Ree Beards Foeeey Gent ipo & oe 
31/3/49 50 — = s00 | 29 |> — — | Ol 16 | — = ahs an a “hk Sind ; 
/49 63 | 3,130,000} 100}; — — — —|— -: “= — _ _ _ — | 06 $1,000 
5/4/49 63 | 3,150,000} 1-00 | 1,200 | 86 _ — | 530] 7-0 4 a pei jas pee — | 09 "000 
6/4/49 | 64°| 3,180,000] 100} — — — —/}/—/;]/-—/]-—-] — — — — | — | 07 83,000 
/4/49 66 | 3,360,000 | 1-00 | 4,000 | 85 0-5 — | 530] 7:5 5 on raed oben ae qveambe ie 71,000 
9/4/49 3,340,000 | 100} — —|— —-|/;— — -- ~~ — — — — | 1-2 | 100,000 
11/4/49 65 | 3,250,000} 1-00 | 4,800 | 17 1-5 — | 720] 1-5 1 1-0 o~ ang pare — | 33 95,000 
20/4/49 70 3,520,000 | 1:00 | 5,100 42 — — 32:0 5-0 1 — a van idl ee 8-8 217,000 
28/4/49 80 | 4,060,000 | 1-00 | 5,100 | 41 9-5 05 | 425/ 65 | — ow pan de “ pa “000 
4/5/49 80 | 4,010,000 | 1-00 | 5,400 | 28 | 11-5 0-5 | 500] 80 | O5 | 15 an pt seal — | 68 | 280,000 
7/6/49 98 | 5,100,000 | 0-96 | 5,000 | 43-5| 2-0 10 | 485] 50 | — om inte ioe eve — | — | 242,000 
29/10/49 2,960,000 | 0-96 | 12,800 | — — = 4 90} — — _ 0-5 0-5. | 885 | 15°) — 15, 
was suggested. A marrow biopsy was rejected in view of Comment 


the patient’s condition and the hazard associated with the 
thrombocytopenia. 

Treatment ‘was begun with blood transfusions and systemic 
penicillin, 200,000 units every three hours. During the first 


‘ three weeks she received in all 9 pints (5.1 litres) of com- 


patible blood. She remained febrile. The haemoglobin 
level fluctuated between 50 and 60%, the total white count 
remained below 1,500 per c.mm., and the platelets could not 
be seen. Reticulocytes were absent. 

On March 31 (see Table), two weeks after admission, the 
total white cell count was down to 800 per c.mm. On this 
day she was given 100 mg. of folic acid and a similar 
amount of pyridoxin daily by mouth, in addition to the 
systemic penicillin. There was considerable bruising at the 
sites of the penicillin injections and free oozing of blood 
from the herpetic areas on the lips. On April 4 reticulocytes 
were, 0.6%. The total white count rose to 4,000 per c.mm. 
on April 7, and continued to rise until the time of her dis- 
charge. On Aprik 20 her reticulocytes reached a maximum 
of 8.8% and then declined until her discharge on May 4. 
On her return from a month’s convalescence she seemed 
well, apart from facial acne and alopecia. 

When seen again on October 29 she said she had been 
feeling off colour for two weeks and had difficulty in eating 
because of soreness of the gums. She had vomited once or 
twice each day and had a tendency to bruise easily: She 
was pale, and there was some ulceration and bleeding of 
the gums. The submaxillary and axillary lymph nodes were 
palpably enlarged, but not tender. There was no enlarge- 
ment of the other superficial lymph nodes, liver, or spleen, 
or other abnormal signs. Her blood count is ~ in the 
Table. Her sternal marrow showed a markedly increased 
cellularity :—reticulum cells, 1.25% ; haemocytoblasts, 0.5% ; 
myeloblasts, 67% ; premyelocytes, 12.5% ; neutrophil myelo- 
cytes, 1.25%; lymphoid cells, 1.75% ; monocytes, nil ; 
plasma cells, 1.25%; proerythroblasts, 1.75%; mnormo- 
blasts: basophilic 2.5%, polychromatic 4.5%, ortho- 
chromatic 3%. . 

Radiographs of various bones revealed no abnormalities. 
Symptomatic treatment only was given, and after 10 days 
the girl died with extensive purpura. 

Post-mortem Findings—A few small nodules—collections 
of myeloid cells, chiefly myeloblasts—were found on the 
anterior surface of the epiglottis. The spleen (200 g.) showed 
no gross abnormality, but a fine diffuse fibrosis and patchy 
infiltration with myeloblasts. The normal architecture 
was completely effaced, with an absence of Malpighian 
bodies. The liver weighed 1,500 g., with sparse myeloid 
infiltration. The mediastinal and mesenteric lymph nodes 
were also moderately enlarged, with myeloid infiltration. 
The right femur was examined, and almost throughout its 
length’ there was greyish cellular marrow, with a prepon- 
derance of myeloblasts. 


.The marrow of this patient when first seen showed 
diminished cellularity with a reduction of the myeloid 
series and a shift to the left. Since this result was given 
by two different sternal specimens it is unlikely, though 
not of course ruled out, that there was dilution with 
peripheral blood. A patchy distribution of the leuk- 
aemic process could explain this resuit. Some of the 
peripheral blood cells regarded as lymphocytes may 
have been micromyeloblasts, but in the presence of 
marked leucopenia a differentiation is difficult. Even 
the examination of smears made from the white-cell 
layer in the haematocrit may not help, as normal cells 
are easily distorted. 

Increased cellularity of the marrow does not preclude 
a diagnosis of refractory anaemia. In a fatal case seen 
by one of us (M.J. M.), pancytopenia of the peripheral 
blood with a hyperplastic marrow occurred after con- 
tact with a hair dye. The preponderant marrow cells 
were myeloid, with arrest of maturation at the myelocyte 
stage. A preponderance of myeloblasts with diminish- 
ing numbers of more mature cells suggests aleukaemic 
leukaemia, whereas a maturation arrest with absence of 
adult and juvenile polymorphs suggests refractory 
anaemia. The identification of micromyeloblasts settles 
the diagnosis in favour of acute leukaemia. 


We are indebted to Dr. Oscar Brenner for permission to record 
this case. We thank the technicians of the Clinical Pathology * 
Department for help with the numerous blood counts and 
Miss M. N. Ellis for secretarial assistance. 


A. B. BLack, M.B., M.R.C.P. 
M. J. MEYNELL, M.D., B,Sc., D.P.H. 
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Africa will soon be served by a W.H.O. regional organiza- 
tion, according to a decision taken by the Executive Board 
of the World Health Organization. The next step will be the 
convening of the Regional Committee for Africa, which will 
formally establish the regional office, launch its activities, 
and recommend a site for its permanent headquarters. Africa 
has so far been served from Geneva by a temporary office 
under the direction of General Francois Daubenton. The 
establishment of the regional organization for Africa will 
bring to five the number of W.H.O. regional organizations. 
The others are for South-east Asia, the Eastern Mediter- 
ranean, the Western Pacific, and the Americas. Europe is 
served by a special office which is located in Geneva. 
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MODERN NEUROLOGY 

Modern Trends in Neurology. Edited by Anthony 

Feiling, B.A., M.D., F.R.C.P. Pp. 717; 202 figures. 

£3 3s.) London: Butterworth and Co. 1951. 
A book reviewing recent work and ideas in a special 
branch of medicine is valuable from time to time, and 
Dr. Feiling is to be congratulated on the selection of 
subjects discussed in this volume, for with one or two 
exceptions there have been important advances in all 
of them during the past 10 to 15 years. Neurophysio- 
logy is represented by Rushton’s defence of the electri- 
cal nature of transmission in the nerve fibre, and by 
Denny-Brown’s original study of the frontal lobes and 
their functions, while ancillary methods of neurological 
examination are clearly described in Williams’s article 
on electroencephalography and Bull’s on neuroradiology. 

The remaining 16 articles are on clinical subjects and 
vary widely in scope. Some are almost textbook articles, 
such as the acount of intracranial tumours by Dorothy 
Russell and Northfield ; others are descriptions of re- 
cently recognized syndromes, such as Cloake’s section on 
temporal arteritis, cerebral thromboangiitis obliterans, 
and thrombosis of the carotid artery. Possibly the most 
valuable are more critical in their outlook, and out- 
standing are Nevin’s survey of the disordered physio- 
logy and treatment of myasthenia gravis and Walshe’s 
account of nervous and vascular pressure syndromes of 
the thoracic inlet and cervico-axillary canal. Among 
other important subjects discussed are the modern treat- 
ment of neurosyphilis by Worster-Drought, the symp- 
tomatology and treatment of intracranial aneurysms by 
Meadows, present-day views on the cerebral palsies of 
infancy by Wyllie, and certain aspects of anterior polio- 
myelitis by McAlpine. The whole book is pleasantly 
readable and will be of value to everyone interested m 
neurology, while the production, in particular the illus- 
trations, as one would expect from Butterworth’s, is 
admirable. 

J..W. ALDREN TURNER. 


LORD DAWSON 


Dawson of Penn. By Francis Watson. (Pp. 344. 
London: Chatto and Windus. 1950. 


There can be few harder tasks than to write, in a 
fashion that will satisfy those who knew him, the 
biography of a man who died so recently as six years 
ago. The difficulties are increased when so much of his 
influence and reputation depend on qualities of person- 
ality which easily elude capture by the biographical pen. 
It required but a single meeting with Lord Dawson to 
receive an indelible impression of poise and charm, of 
sureness of touch, of genius for saying the right thing, 
and of unerring control of the situation. These aspects 
of his character, which many of his professional 
colleagues recall so vividly, do not emerge clearly from 
the pages of this book. 

Mr. Watson sets down faithfully the record of 
Dawson’s achievement, the story of his early years and 
rapid success in consulting medicine, of his service to 
the Royal Family, and of his work as consulting 
physician to the British Army in the first world war. 
The long ordeal of the King’s illmess in 1928 and the 
poignant scene of his closing hours in 1936 are des- 


18s.) 


a See 
cribed in terms which could not be bettered. Dawson’s 
activities in the field of medical politics and in the House 
of Lords receive their due consideration. Yet the vital 
figure which many can recall does not stand out from 
this record of accomplishment. 

It is perhaps more than can be expected to find here 
an adequate appraisal of Lord Dawson’s position as a 
physician. We are still too close to him and it is not 
built on contributions of academic importance. It may 
be argued with justice that this biography is addressed 
to a wider audience than the profession of which Lord 
Dawson was such a distinguished member. Neverthe- 
less, medicine is a following which tinges the whole of 
a man’s contact with experience, and this fact, while 
self-evident to other members of his profession, is only 
dimly appreciated by the laity. For these reasons the 
biography of a physician is likely to be fully satisfying 
to his fellows only when written by a doctor. With these 
reservations this book can be recommended as a com- 
petent account of Lord Dawson’s life. The author is to 
be commended for the rarity of his technical errors. 


R. Bopify’ Scott. 


MODERN GYNAECOLOGY 


Progress in Gynecology. Volume 2. Edited by Joe V. 
Meigs, M.D., and Somers H. Sturgis, M.D. (Pp. 821; 
illustrated. £3.) London: William Heinemann. 
This book was generally regarded as the most important 
contribution to gynaecology for many years and might 
aptly be described as the product of a ministry of all 
the talents in American gynaecology. Its success has 
been outstanding, and this new edition will increase 
its great reputation still further. Fundamentally, the 
success of the book depends on the most up-to-date 
account of almost every branch of gynaecology béing 
concisely written by a team of experts. The main 
criticism of the first edition was thatthe net had not 
been cast widely enough, but this objection has been 
overcome by the co-option of new authors both from 
America and from Europe. There is, however, a limit 
to the bulk of a book of this kind, and it might not 
be advisable to increase the size in the next edition. 
Phaneuf’s chapter on the management of prolapse is 
remarkable for the way the material has been condensed. 
New chapters on antibacterial therapy, the surgical treat- 
ment of pain of pelvic disease, and blood control in a 
patient with a gynaecological disorder are of very great 
value, but*the section on the intrinsic metabolism of 
the uterus is perhaps too academic for the average prac- 
tising gynaecologist. Schiller’s article has been improved, 
and Gurinar Teilum’s section is very welcome. There 
is no doubt that the book will raise the standard of 
gynaecology throughout the English-speaking world. 


WILFRED SHAW. 


ALLERGY 


Food Allergy. By H. J. Rinkel, M.D., 
F.A.C.A., F.A.A.A., T. G. Randolph, M.D., 
F.A.A.A., A.A.C.P., and M. Zeller, M.D., F.A.C.P. 
F.A.C.A., F.A.A.A. p. 492; illustrated. 

Oxford: Blackwell Scientific Publications. 1951. 
This book is exquisitely printed and produced. On 
p. 24 there is a statement, referring to the allergic 
patient, that “ this individual, being an allergic person, 
can be and probably is sensitive to both foods and 
inhalants.” This sentence may well be said to sum up 
the outlook of the book. The food-sensitive person 
can, according to the authors, be in one of a2 number 
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of stages of sensitivity. The most difficult and most 
important is the stage of masked food-sensitization. In 
this stage it is possible for the patient to eat daily the 
food to which he is sensitive, with a decrease or aboli- 
tion of symptoms. If, however, the food is omitted 
for a few days, a further intake will at once cause 
hyperacute symptoms. Further evidence of the diffi- 
culties in the diagnosis of food allergy is given in the 
statement, “Do not attempt to predict what the diet 
must be in wintertime if the patient has been diagnosed 
in the summertime.” The diagnostic and therapeutic 
uses Of detailed menus and recipes are fully discussed 
in a practical manner, and the book ends with an 


appendix of 96° pages on the American Food and 


Drug Act. 

There is no doubt about the sincerity of the authors, 
but the experience in Britain is clearly that specific food 
allergy is by no means such a common Cause of symp- 


.toms in the adult. The reviewer believes that in many, 


if not in most, cases the effect of food in precipitating, 
say, an attack of asthma is through a nervous reflex 
from the stomach irritated by any indiscretion of diet. 
Thus a heavy or rich meal of itself can cause such a 
reflex, and specific food sensitivity is not essential. 
Whatever one believes, however, the data compiled by 
the authors and the clear-cut and practical approach to 


the subject command respect 
; C. J. C. BRITTON. 


PHYSIOLOGY OF THE EYE 


Physiology of the Eye. Clinical Application. By 
Francis H. Adler, M.A., M.D. (Pp. 709; 319 illustra- 
tions, including 2 in colour. £4 4s.) London: Henry 
Kimptom 1950. 
A text on applied physiology should contain an up-to- 
date account of our knowledge in this branch of medical 
science, with emphasis on those aspects that may be 
related immediately to clinical experience. Adler’s book 
falls short of these two requirements. From a clinical 
point of view the following aspects of the physiology of 
the eye are of immediate interest : physiological optics 
in so far as they bear on the refractive errors of the 
eye and their correction ; intra-ocular pressure and the 
metabolism of the lens and cornea ; movements of the 


- eyes ; stereoscopic vision in its bearing on aniseikonia 


and orthoptic training ; |colour vision from the point of 
view of colour blindness ; and electro-retinography. 

It is therefore with some surprise that we discover 
that in a book of some 700 large pages the physiological 
optics of the eye are ignored completely except for a 
page on the refraction of the lens and on the depth of 
focus of the eye ; that the recent work on the aqueous 
veins, which has given such an impetus to Clinical 
research in glaucoma, receives barely a page ; that stereo- 
scopic vision has been scantily treated, with no reference 
at all to aniseikonia; that colour blindness receives 
barely a page ; and that, in spite of a minute description 
of the E.R.G., its recent clinical applications to siderosis, 
etc., have been entirely ignored. Only in the chapter 
on the eye movements does the author come near to 
filling our requirements, The separation of the chapters 
on the intra-ocular pressure and the intra-ocular vascular 
circulation by three unrelated chapters is pedagogically 
bad and fails to reveal the intimate relationship between 
these two functions. It is’ disturbing to find such mis- 
takes as the following : for example, we are. told that 
the cortex of the lens may be regarded as two concave 
meniscus lenses enclosing the nucleus, and that these 


cause the light to diverge. This is quite untrue, because 
the more strongly curved surfaces of the cortex are in 
contact with material of higher refractive index than the 
other surfaces. Again, we are told that the depth of 
focus of the eye is from infinity to 15 m. The reader’s 
task is made more difficult by other errors such as the 
faulty equation on p. 357, the quoting of the protein 
concentration of the aqueous humour as 0.02 milli- 
grammes per 100 c.c. on one page and as 0.019-0.034 
grammes per 100 c.c. on another; the quoting of 
mutually incompatible chemical analyses of the vitreous 
body without comment; and faulty indexing. (For 
example, on looking up “electroretinogram” one is 
referred to pages 472, 494, 552; on the first the E.R.G. 
is mentioned, but only in passing ; the second and third 
contain no reference at all to it.) 

Viewed generally, the book cannot be said to justify 
its title, since so many of the clinical applications have 
either not been described at all, or, if an account has 
been given, it has ignored recent work. As an account 
of pure physiology of the eye it fails through ignoring 
too much of the field and through lack of balance. e 
book is well produced. That the author has a 
power of exposition is shown by ¢omparing the chapter 
on the aqueous humour with that on the eye move- 
ments ; in the former the author acknowledges having 
received assistance and the chapter’ is poor, while the 
latter is presumably all the author's own work and is 


good. 
HuGH Davson. 
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THE PRESIDENTIAL ADDRESS 


Although this year’s Annual Meeting was shorn of 
much of its glory, it was fortunately possible to 
maintain ‘one traditional ceremony—the delivery 
of the address by the new President. The Central 
Hall, Westminster, was last week filled with doctors, 
their wives, and friends who had come to hear 
Dr. A. W. S. Sichel, the President of the South African 
Medical Association, address them as President of the 
British Medical Association for 1951-2. After this 
the President and Mrs. Sichel received a multitude of 
guests at the President’s Reception in the same build- 
ing. The occasion was memorable because this is 
the first time that a medical man from the Dominions 
has been inducted in Great Britain as President of the 
parent association. Dr. Sichel, in his opening remarks, 
said that it was with “feelings akin to amazement” 
that he received the. invitation, which he interpreted as 
“a most wonderful and sporting gesture extended to 
my association and to the medical profession of the 
Union of South Africa.” Some reference was made 
at the Representative Meeting to the circumstances 
which made it impossible to hold the proposed joint 
meeting in Johannesburg this year ; but, despite these 
circumstances, there can be no doubt of the close con- 
cord between the medical profession in Britain and 
their colleagues in South Africa. The choice for this 
year’s President of a distinguished medical man from 
Capetown, in the person of Dr. Sichel, underlines this, 
and we may indeed hope that conditions will make it 
possible at some time in the future to hold in South 
Africa a joint meeting, the cancellation of which 
. this year has come as such a sad disappointment to 
doctors in both countries. 

In his presidential address, which is printed in full 
iri the opening pages of this week’s Journal, Dr. Sichel 
gives us the benefit of his special experience as an 
ophthalmologist. He touches briefly upon some of 
the advances that have been made in this subject, and 
then, bearing in mind the fact that his‘ audience 
included many non-medical listeners, he proceeds to 


give them homely advice, enlivened with many a 
touch of humour. The lay press was quick to seize 
upon his remarks about the plucking of eyebrows and 
the possible gangers of decorating eyelashes. Possibly 
as a result of this we may see still one more change in 
feminine fashion. But the lesson that we can take 
from his address is that, however specialized the 
specialist, he must first and foremost be a general 
physician. There is the danger these days that the 
specialist may come to be regarded, and may come to 
regard himself, merely as a highly skilled technician. 
When this happens harm is done both to the calling 
of medicine and. not least to the patient who seeks 
specialist advice. By telling’ examples Dr. Sichel 


shows how important it is for the ophthalmologist not 


to lose sight of the whole person whose ocular dis- 
orders he is called upon to examine and treat. This 
question of the approach to the patient in these days 
of specialization is fundamentally.a matter of teach- 
ing. The attitude of the practising doctor js largely 
determined by the example of his teachers and the 
way he was taught in his medical school. Dr. Sichel 


shows his awareness of this when he refers, in his © 


address, to the place which ophthalmology should 
occupy in the medical curriculum. The average 
student, he points out, looks upon ophthalmology as 
a minor hurdle to be cleared in his “ run to the final 
year of the course”; and the average teacher, he 
observes, tends to train every student as a budding 
specialist. His apt remarks about the neglect of 
teaching of the common and trivial ailments will find 
a responsive echo in the mind of every general 
practitioner. 

To deliver an address is the principal and most 
obvious task of the Presidents who each year succeed 
each other in this, the highest office of the British 
Medical Association. But the influence of a Presi- 
dent extends beyond this, and he comes to be judged 
by his colleagues by the way he meets the numerous 
occasions, formal and informal, which are part and 
parcel of his position. Since he has been in this 
country Dr. Sichel has endeared himself to the many 
medical men and women he has met and has been 
charmingly supported by Mrs. Sichel., They will both 
return to their own country carrying with them the 
warmest wishes of their British colleagues and their 
wives, and our only regret is that distance will make 
it impossible for him to attend the meetings of the 
Council of the B.M.A. and the various functions 
which throughout the year are characteristic of our 
professional life. But at least when the new Presi- 
dent returns to South Africa he will be able to tell 
our professional colleagues there that the ties that 
bind our two associations are closer than ever. 
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ANNUAL REPRESENTATIVE MEETING 


The outstanding feature of this year’s Representa- 
tive Meeting was the discussion of the report of the 
General ‘Medical Services Committee (G.M.S. Com- 
mittee) and the speech on remuneration by Dr. S. 
Wand, Chairman of the Committee and elected during 
the meeting as Chairman of the Representative Body 
for the coming year. Dr. Wand’s speech, fully sum- 
marized in this week’s Supplement, was a remark- 
ably clear and emphatic exposition of the recent 
stages in a controversy now nearly three years old.* 
The basis of his remarks was the report of the G.M.S. 
Committee to the special Conference of Representa- 
tives of Local Medical Committees which is to. meet 
on July 19.1 Comment on this report was made in 
a leading article in last week’s Journal. It is impor- 
tant to put this controversy in perspective and to 
stress that, as Lord Horder points out in a letter 
in this week’s Journal, it is a matter of equity and 
principle rather than just a bargaining for more 
money. For close on three years the Ministry of 
Health has refused to say whether or not the recom- 
mendations of the Spens report are being fulfilled. 
They have refused, in other words, to say what the 
betterment factor should be if the ranges of income 
in the Spens report are to be related to the presént- 
day value of money. 

Early in his speech the chairman of the Committee 
stressed that when he and his colleagues met the 
Minister early in May they offered their “fullest 
co-operation to the Ministry to provide the very best 
possible service to the public. . . .” Again, later, in 
putting forward the claim of general practitioners, 
he said, “ We wish to take part in a settlement 
because it is in the public interest, and we do not 


- want to be antagonists.” The G.M.S. Committee 


is recommending the conference which meets on 
July 19 to regard the Minister’s proposals as set 
out in the Minister’s letter of May 23 as unaccept- 
able, because no provision is made for the profes- 
sion’s claim to be examined on its merits. The 
conference will be advised to ask for arbitration 
to settle the size of the central pool and, once 
this has been determined, to authorize the G.MLS. 
Committee to discuss with the Minister how the 
money should be distributed “in accordahce with 
the recommendations of the Spens Committee and 
which will enable the best possible medical service 
to be available to the public.” No section of the 
community can feel happy in giving its services if it 
labours under a sense of injustice, and the essence 
of the long-drawn-out dispute with the Minister of 





1 Supplement to the British Medical Journal, Jane 16, 1951, p. 241. 


Health and his officers is the injustice resulting from 
a failure to carry out an agreement fully accepted 
by both profession and Government. It is to be 
hoped, therefore, that if the conference on July 19 
accepts the recommendation of the G.M.S. Committee 
to demand arbitraticn there will be a prompt response 
on the part of the Minister of Health, who will surely 
recognize the strength of feeling that must lie behind 
such a demand. As Dr. Wand emphasized, “If we 
ask for arbitration ... we are primarily asking 
for arbitration on betterment.” (The possible 
mechanisms of arbitration are described on another 
page.) Later in the meeting Dr. Wand observed that 
if the Minister refused to examine on their merits the 
claims of general practitioners the G.M.S. Committee 
would-have seriously to consider recommending that 
they would have to- withdraw their services from 
the N.HLS. bee 

As there has been some uneasiness about the rela- 
tionship of the autonomous bodies to the Association 
it is of interest that an amendment by Glasgow was 
carried as a substantive motion to the effect that the 
Representative Body has every confidence in the 
General Medical Services Committee. But subse- 
quently the R.B. accepted as a reference to Ccuncil 
a motion by Westminster and Holborn that these 
autonomous bodies should act.in accordance with 
By-law 82 of the Articles of the Association, to the 
effect that “ail standing committees shall report to 
and act under the instructions of the Council.” Logic 
is Clearly on the side of this resolution. Nevertheless, 
it is a national characteristic not to carry logic too 
far and to ignore formal propositions when they 
appear to go against good' sense and harmony of 
working. The R.B. had already renewed the auto- 
nomous powers of the G.M.S. Committee for the fol- 
lowing year on a proposal by the Chairman of Coun- 
cil, and this was strengthened by a resolution by 
Bromley to the effect that the R.B. looks to auto- 
nomous committees not to take any action that may 
prejudice the interests of another part of the profes- 
sion and to use their powers to expedite and not to 
delay the work of the Association. The Representa- 
tive Body is right to be vigilant in upholding its status 
in the constitution of the Association. But when the 
position of the autonomous bodies .is considered 
during the course of the year the Council will no 
doubt take fully into account the facts as well as 
the theories of their relationship to the Association. 
The question to-be answered is, Does this illogical 
arrangement work ?. In this country that is.always 
the testing-point, and if a certain mechanism works 
then as often as.not it is wiser to leave it alone rather 
than to meddle with it. Certainly the debates last 
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week showed that the mechanism does work and 
that the Representative Body felt in no way ham- 
pered in its discussions by the fact that much of its 
time was given to a consideration of the reports 
by the Chairmen of the G.M.S. Committee and of 
the Central Consultants and Specialists Committee. 
Indeed, it had no hesitation in electing the Chairman 
of one of these autonomous committees as the Chair- 
man of the Representative Body for 1951-2. 

As the account in this week’s Supplement shows, 
discussions in the Representative Meeting ranged 
over a wide field. Throughout these there was an 
underlying note of discontent with the facilities 
afforded doctors for doing their job to the best pos- 
sible benefit to their patients. The shortage of hos- 
pital beds and the difficulty of securing admission of 
urgent cases is something which is of grave concern 
to the medica] profession and not least to the public. 
A motion was passed which deplored the decision 
0 “whittle down the appointment of registrars to 
hospitals,” as was a motion which pressed for the 
long-delayéd report of the Ministry survey of hos- 
pital medical staffing. The Representative Body 
‘ expressed its grave disquiet with recent findings of 
certain medical service committees, resolved that the 
procedure should be overhauled, and reiterated that 
there must be a right of appeal to the courts. The 
meeting approved with acclamation the action ‘taken 
by the Association on the closed-shop policy of 
Durham County Council, and in a lively exchange 
of views turned down the proposal that candidates 
for election to the B.M.A. Council should declare on 
the ballot paper membership of other medico-political 
organizations. 

At the last two Representative Meetings it proved 
to be difficult to get through the business in time. As 
a result of this the reports of many important com- 
mittees had to be presented in almost indecent haste, 
and neither the chairmen of these committees nor 
the Representative Body could feel satisfied with the 
result. Bhere was a very full agenda this year, and 
much time had to be spent on the report of the G.M.S. 
Committee. Yet the confusion of the past two years 
was happily not repeated, and every item on the 
agenda received full consideration. This showed that 
the Agenda Committee had really done its task well. 
But, for the fact that the meeting ran so smoothly, 
the Representative Body was deeply indebted to its 
Chairman, Dr. J. A. Brown. With urbanity and 
courtesy he held the Representative Body to its 
appointed course, and there was much regret at 
Dr. Brown’s decision not to stand this year for the 
Chairmanship of what has come to be known as the 
“ Doctors’ Parliament.” 


PROBLEMS OF CIRCULATORY 
REGULATION 


Quiller Couch wrote in The Art of Reading: “The 
banquet of Knowledge grows and groans upon the 
board until the finer appetite sickens. . . . The real 
tragedy of the library at Alexandria was not that the 
incendiaries burned immensely, but that they had 
neither the leisure nor the taste to discriminate.” 
The ever accelerating development of biological 
«technology has loaded us with an indigestible mass 
of data which can only be partially absorbed and 
metabolized into our body of integrated knowledge. 
We should be grateful to Professor K. J. Franklin, 
whose Oliver-Sharpey Jectures appear in this and 
last week’s Journal, for his selective attitude to the 
vast literature on the circulation. Unlike so many 
reviewers to-day, he has the courage to reveal his per- 
sonal thoughts, and his scholarly approach is, as we 
might expect, leavened with the anecdotes of a dis- 
tinguished medical historian. Stimulating and pro- 
vocative ideas abound in these lectures, which throw 
light on many of the problems awaiting the renewed - 
attention of vascular physiologists. Franklin indi- 
cates some of the weaknesses of Barcroft’s idea of 
blood depots. The human spleen in life (visualized by 
thorium dioxide) and after death scarcely exceeds 200 
grammes in weight and can hardly be a blood depot of 
significance. Capacity alterations in the vessels holding 
flowing blood are probably of much greater impor- 
tance than blood depots in the maintenance of 
adequate vascular pressures. Here Franklin pro- 
perly calls attention to the veins and venomotor 
system, which have been somewhat neglected in circu- 
latory physiology. Problems of interpretation arise 
from the acceptance of circulatory short-cuts estab- 
lished in the kidney and other viscera by the Barclay 
school of investigators in Oxford. Increased flow 
through these circulatory by-passes may be accom- 
panied by diminished circulation to the active cells 
of the organ concerned. 
When the circulation through the body as a whole 
is impaired it is generally thought that the volume 
flow is so regulated that the brain and heart suffer 
last, skin and splanchnic areas being the regions in 
which vascular “ shut-down” occurs first. In study- 
ing this problem Franklin and his collaborators were 
able to “fix” blood almost instantaneously in the 
vessels by rapid coagulation after the injection of 





1 Lancet, 1951, 1, 259. 
2 Shorr, E.. Zweifach, B. W., and Furchgott, R. F., Ann. N.Y. Acad. Sci., 
1948, 49, 5 1. 
Transactions of the prememenat Congress of Obstetricians and 


Gy ynaecologists, 1947, Dublin, p. 
Davies, = ® and Mackianon, - Lancet, 1949, 2, 883. 


5 J. exp. Med., 1929, 50. 189. 
¢ McMichael, ¥ J. 'Physiol., 1932, 75, 241. 
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Russell viper venom. They were thus able to show 
that the kidney and mesenteric vessels are constricted 
in shock states. The circulation through the cortex 
of the kidney is the earliest to suffer, according to 
Franklin, and here’ he is at variance with Delorme,' 
who believes that the first organ to suffer is the liver. 
Possibly differences in technique and mode of 
approach explain their apparently divergent views. 
Most of the enormous blood flow (1,200 ml. per 
minute) to the healthy kidneys is “going to the 
laundry,” and the kidney cells can survive with a 
fraction of this amount. On the other hand, most 
of the blood flowing into the liver is already Yenous 
(portal vein) in character, and the central cells of 
the lobule most distal from the point of arrival of 
blood live precariously. Even a slight reduction in 
volume flow through the liver may lead to recogniz- 
able. centrilobular degeneration. 
recognizable damage to the liver is far more 
frequent in circulatory depression than similar 
damage to the kidney. While the liver and kidney 
are both obviously subjected to decreased blood sup- 
ply in shock, this reduction of flow in turn leads to 
the production of vasotropic factors in each of these 
organs. Those from the kidney cause vasoconstric- 
tion (V.E.M.), while the liver produces vasodepressor 
material (V.D.M.).? 

In his discussion of shock Franklin quotes exten- 
sively from Sheehan’s* interpretation of the morbid 
anatomical findings, and stimulating ideas on adap- 
tation to low oxygen supply are drawn from the 
physiology of the foetus and of diving mammals. 
The cerebral blood flow, which was supposed for so 
long to be passive, is now shown to be subject to 
some degree of vasomotor control. The fixity of 
the “milieu intérieur” is perhaps not so inflexible 
as we once imagined. In his broad sweep over such 
a mass of biological work Franklin has done a singu- 
lar service in again questioning mafiy so-called 
“fundamentals.” Yet here and there his range is 
perhaps hardly wide enough: he supports oxygen 
therapy in shock ; but in practice in the last war this 
was disappointing, and no clinician would agree that 
it ever helped significantly. Circulatory breakdown 
is far too complex to be regarded as a simple defi- 
ciency of oxygen transport. Much has been léarned 
recently about oxygen poisoning. In emphysematous 
subjects adapted to life at low oxygen tensions full 
oxygenation of the blood may have deleterious effects 
on the cerebral circulation, possibly by interfering 
with carbon dioxide transport.‘ Oxygen therapy is 
thus far from simple. It is interesting to be reminded 
of the work of Rous and Gilding,” who have used 
intravenously injected dyes to delimit those parts of 
the circulation with a poor flow of blood in animals 


Microscopically 


subjected to haemorrhage. The skin vessels in a 
severely shocked animal were tightly closed. This 
reaction, comparable to Bier’s spots in a limb with 
occluded circulation and also to the pallor of death, 
is worth renewed study. 

Both in experimental physiology and in human 
therapeutics we cannot interfere with the complex 
physiological balance without setting into action a 
whole chain of responses which may ultimately 
counterbalance and neutralize the immediate conse- 
quences of the initial procedure. The surprising 
finding of Franklin that the mesenteric arteries may 
be dilated by adrenaline could be explained by the 
observation that these vessels contract only during © 
the rise in arterial pressure produced by this drug: as 
soon as the pressure rise has reached its peak vaso- 
dilatation occurs in the mesenteric vessels.* , Vari- 
ations in state of the vessels may thus depend on the 
time after adrenaline administration at which the 
vessels are fixed for examination. 





| = _ 





MESSAGE TO THE KING 


The King’s health has for some time been a matter of 
national concern. Happily he is now convalescent, and 
the Representative Body on the first day of its meeting 
took the occasion to pass a resolution in the following 
terms : “ That this meeting, composed of representatives 
of the British Medical Association from the United 
Kingdom and from the British Commonwealth and 
Empire, tenders to His Majesty the King, Patron of the 
Association, an expression of its loyal duty, and its 
sincere wish for His Majesty’s speedy restoration to 
health.” 

The representatives stood and applauded the resolu- 
tion, which was then conveyed to His Majesty. In reply 
the King sent the following message to the Representa- 
tive Body: “The King sincerely thanks you and all 
members of the Representative Body of the British 
Medical Association for the kind and loyal terms of 
your message which His Majesty as Patron of your 
Association warmly appreciates.” 





SUICIDE 
Dr. Douglas Swinscow’s article in this issue of the 
Journal draws attention to a problem of unusual 
interest and difficulty. The suicide statistics he pre- 
sents provide us with a number of valuable clues. The 
prevailing ethical attitude towards suicide has changed 
a good deal in the course of history and varies with the 
cultural environment and with religious belief. It would 
be interesting, if only it were possible, to compare 
suicide rates in Protestants and Roman Catholics, for 
the religious sanction against suicide is of a more com- 
pelling kind for the Catholic than for others. One may 
see in Table A (page 1422) that in most of the age groups 
there has been a consistent rise in suicide rates from 
1861 till now, though the drop which occurred during 
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the last war is still having an effect. Nevertheless it 
would be risky to associate this with the coincident 
decrease in the intensity of religious belief, since so 
many other factors have changed too. 

Suicide is generally considered as an almost exclu- 
sively psychiatric problem. The majority of attempted 
suicides who are seen by the psychiatrist have attempted 
the act in a state of depression associated with recogniz- 
able forms of mental disorder. The impression that 
suicide is most usually caused by mental illness receives 
support from Swinscow’s figures. Symptoms of depres- 
sion are much commoner in the illnesses of later life 
than they are in the illnesses of youth ; and this may 
be a part cause of the fact that suicide rates standard- 
ized for age are also higher in the later ages. In this 
respect there is a noteworthy difference between men 
and women. The suicide’ rates for women are highest in 
the years 45-64, for men in the years 65 and over. The 
involutional depressive illnesses are of earlier occurrence 
in women than in men, and in women tend to occur 
especially about the time of the menopause. Another 
interesting parallel between mental illness and suicide 
is shown in the seasonal incidence. Both suicide rates 
and rates of admission to mental hospitals show a peak 
in the early summer, and this occurs in both the northern 
and the southern hemispheres. : 

Nevertheless this cannot be the whole of the story. In 
men suicide rates run closely parallel with the rises 
and falls in unemployment. The underlying relationship 
defies analysis. One might suppose either that finan; 
cial prosperity or economic security provided some safe- 
guard against suicide. It is possible that the next decade 
may provide further information about this. With full 
cmployment, as at present, and with the great increase 
in economic security consequent upon the development 
of the welfare State, economic security and the standard 
of living are to some extent divorced. If security is the 
factor, the post-war rise in suicide rates should never 
reach the height attained between the wars.’ Here once 
more there is an age difference. While the post-war rise 
is so marked in both men and women above the age of 45 
that the suicide rates of the early nineteen-thirties might 
soon return, at younger ages there is no sign of any 
rise at all. It is tempting to conclude with the author 
that suicide is becoming increasingly a disorder of 
elderly people, and that the environment may be becom- 
ing relatively more hostile for the old than for the 
young. : 

Is it possible to reconcile both the psychiatric and the 
economic factors? From the standpoint of the clinical 
psychiatrist, poverty and insecurity are only rarely the 
immediate cause of an attempted suicide, and the con- 
nexion between them and mental illness is not by any 
means direct. Nevertheless the involutionary depres- 
sions are particularly likely to arise when a man retires 
from active work or a woman finds herself faced by 
the break-up of the family and a life of narrowing 
interest. It may be that the accumulation of tensions 
without an outlet, the multiplication of both internal 
and external frustrations, are the factors which are 
common to both the psychiatric and the social and 
economic correlates of suicide. 





THE METHOD OF ARBITRATION 


The Representative Body has unanimously supported 
the ‘ General Medical Services Committee in its 
recommendation to the Conference of Local Medical 
Committees that the size of the general practitioners’ 
pool at present money values should be submitted 
to arbitration. There are two possible methods by 
which arbitration may be obtained. The first is 
through Whitley machinery. As this does not yet provide 
a method of arbitration, resort would probably be had 
to the Industrial Court, by agreement. In the second 
the. Minister of Labour refers a dispute under the Con- 
ditions of Employment and National Arbitration Order, 
1940 (No. 1305), to the National Arbitration Tribunal. 
The Whitley Committee concerned with the remunera- 
tion of general practitioners—Whitley Medical Func- 
tional Committee A—has not yet met, though it has 
been constituted, for the General Medical Services Com- 
mittee and deputations from it have been negotiating 
directly with the Minister of Health or his officials. 
In order to have the general practitioners’ claim brought 
before the Industrial Court the staff side might first 
have to raise the claim in Whitley Committee A. 
The staff side of this committee consists of members 
of the G.M.S. Committee, while the management side 
would consist of the employing authorities with Ministry 
of Health representatives. 

It is important to stress that Whitley Councils and 
Committees are a mechanism for conciliation and not 
arbitration. When conciliation fails arbitration is 
sought. If attempts at conciliation were to fail, and if 
both sides then agreed to arbitrate, the case could then 
go to the Industrial Court. There is no provision in the 
Whitley machinery by which one side can go to arbitra- 
tion without the consent of the other. In the two cases 
so far taken to arbitration by other branches of the 
profession the management side did not oppose the 
procedure; there is no reason to suppose that the 
management side would do so here ; and, as we pointed 
out last week,! the Minister of Health would surely be 
unwise to oppose it. 

The alternative method of obtaining arbitration is to 
lodge a dispute with the Minister of Labour. Under 
Order 1305 the Minister of Labour must satisfy him- 
self that every effort has been made to settle the dispute . 
within any conciliatory machinery open to the parties 
concerned. If attempts at settlement have failed the 
Minister must refer the dispute to the National Arbitra- 
tion Tribunal within 21 days of the date on which the 
dispute was reported to him, unless in his opinion the 
special circumstances of the case make it necessary oF 
desirable to postpone such a reference. 

Bringing the claim before the Whitley Council in the 
first place is therefore probably the most expeditious 
way of getting it submitted to arbitration. If the dis- 
putants had reached deadlock without attempting con- 
ciliation through Whitley machinery the Minister of 
Labour might well refer them to Whitley machinery 
before admitting that sufficient negotiation had been 
carried on to settle the dispute. The Industrial Court 


1 British Medical Journal, 1951, 1, 1372. 
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may also be a more suitable body to hear the claim 
because it has already had the opportunity of studying 
the affairs of the public health service and of medical 
officers on the headquarters staff of regional hospital 
boards. It is therefore acquainted with some of the 
problems of the medical profession, whereas the 
National Arbitration Tribunal has heard no claims 
on behalf of medical men. Experience of the Indus- 
trial Court has shown that a case presented to it 
receives a thorough hearing. Parliament constitu- 
tionally cannot accept in advance the decision of any 
arbitrating body, for it cannot allow its freedom 
to legislate to be restricted in any way. But a refusal 
to accept a decision obtained by arbitration on the pay 
of general practitioners would certainly have most 
serious consequences—not only on the medical profes- 
sion but on the country’s whole machinery for settling 
disputes about wages and salaries. 





NOTIFICATION OF LEPROSY 


On June 22 the -Public Health (Leprosy) Regulations 
came into operation, and a copy will later be sent to 
every practitioner. These regulations provide for the 
notification of leprosy. In the words of a statement 
issued by the Ministry of Health: “ Henceforth every 
practitioner attending on or called in to visit a patient 
suffering from leprosy in any building used for human 
habitation shali, as soon as he becomes aware that the 
person is so suffering, or if he is aware at the date of 
the coming into operation of these regulations, send to 
the Chief Medical Officer of the Ministry of Health a 
certificate in the form set out in the schedule of regula- 
tions.” This method of notification direct to the Minis- 
try is considered advisable because “it enables strict 
secrecy to be maintained and provides means whereby 
any additional suffering on the part of the patient and 
his friends can be prevented” (in the past the whole 
family of the patient has sometimes been affected by the 
local disclosure of knowledge of the patient’s condition), 
and because accurate knowledge of the location of cases 
of leprosy is essential if the full benefit of all recent 
advances is to be brought to the patient. There are no 
statutory powers of any kind within the regulations 
whereby a patient suffering from leprosy can be removed 
to a hospital. Such powers would be undesirable, for 
they might lead to concealment of the disease and defeat 
the purpose of the regulations. 

It is hoped that with the new regulations it will be pos- 
sible to gain more accurate knowledge of the number and 
location of cases of leprosy in the country. The number 
of cases now coming to notice is quite small, and almost 
without exception the patients have been infected abroad. 
Many of them are foreigners or from the Colonies, and 
they can usually be repatriated to their own country ; 
but since the war this has occasionally been impossible, 
because the patient was either a British subject or a 
national of a country to which, for various reasons, 
return was impracticable. Some non-infectious .patients 
are known to be receiving treatment under private 
arrangements ; others are being treated as out-patients 


at hospitals or admitted temporarily to infectious diseases 
hospitals or to a small but very valuable private hospital 
restricted to British nationals. In the past the arrange- 
ments for the treatment of infectious cases sometimes 
presented great difficulty, but plans to overcome this 
are announced in a letter from Sir John Charles, the 
Chief Medical Officer of the Ministry of Health, to all 
medical officers of health. First, there is the appoint- 
ment of an adviser in leprosy, Dr. Robert G. Cochrane, 
the British Empire Leprosy Relief Association, 167, Vic- 
toria Street, London, S.W.1. His services are now avail- 
able to any doctor who may need advice on the diagnosis 
and treatment of leprosy. He will associate himself 
with practitioners notifying cases and will also be ready 
to examine close contacts. Secondly, there is the open- 
ing of a hospital specially adapted for the reception of 
patients with leprosy. This hospital, at Reigate, in 
Surrey, is provided by University College Hospital as 
an annexe to the Hospital for Tropical Diseases. These 
three new measures—the notification regulations, the 
adviser in leprosy, and the special hospital—mean that 
no individual patient need lack the best medical atten. 
tion and advice, and he will be able to live a more 
normal and happier life than is otherwise generally 
possible for those aware that they have the disease. Ai 
the same time the new measures will operate to remove 
any risk of infection, which for centuries now has bee: 
negligible in this country. The general public have an 
exaggerated horror of the disease, and it would be as 
well for them to learn that it is an ordinary medical 
disease, not highly dangerous or infective, and to extend 
to the person who has been unfortunate enough to cop- 
tract leprosy, generally in the service of the Crown, that 
sympathy and understanding which he deserves. 





THE AWARD OF THE GOLD MEDAL 


During last week’s meeting the Gold Medal of the 
Assoojation was awarded to Dr. E. A. Gregg, Chairman 
of Council. The Medal was instituted in 1877 and is 
awarded for “distinguished merit” to anyone “ who 
shall have conspicuously raised the character of the 
medical profession by scientific work, by extraordinary 
professional services, or by special services rendered to 
the British Medical Association.” Dr. Gregg has been 
Chairman of the Council since 1949 and has been a 
member of the Association for over 40 years. He joined 
the London Local Medical and Panel Committee in 
1919 and served as its Chairman from 1936 until 1949. 
He was also for many years on the Insurance Acts Com- 
mittee, to which he was elected Chairman in 1938, con- 
tinuing in this office until the G.M.S. Committee took 
its place on the introduction of the N.HLS. in 1948. He 
became a member of the B.M.A. Council in 1938, was 
Deputy Chairman of the Representative Body from 
1945 to 1948, and its Chairman in 1949. Through all 
these long years of unstinted and devoted service to 
the medical profession and the B.M.A., Dr. Gregg has 
endeared himself to his professional colleagues, and as 
a doughty fighter has never hesitated to speak up with- 
out fear or favour on behalf of his profession. 
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REFRESHER COURSE FOR GENERAL PRACTITIONERS 
THE DYSENTERIES 


BY 


J. S&S K. BOYD, O.B.E., M.D., F.R.C.P., F.R.S. 
Director, Wellcome Laboratories of Tropical Medicine, London 


The term “dysentery ” is widely and loosely applied to 
all forms of diarrhoea in which the stools contain mucus 
and blood. In this article, however, it is proposed to 
restrict discussion to bacillary and amoebic dysentery, 
with a brief mention of some other forms of protozoal 
dysentery. 

I. BACILLARY DYSENTERY 


This is an acute infectious disease in which the funda- 
mental lesion is ulceration of the mucous membrane of 
the large intestine and the dominant symptom is frequent 
and painful diarrhoea with stools containing, or consist- 
ing solely of, blood and mucus. 

Geographical Distribution—Bacillary dysentery was 
at one time regarded as a tropical disease but is now 
known to be widespread throughout temperate climates 
as well. Nevertheless, the more severe and occasionally 
fatal cases, particularly those caused by Shiga’s bacillus, 
are in the main confined to tropical and subtropical 
countries, while the milder forms, especially infections 
with Sonne’s bacillus, are more common in cooler 
regions. ‘ 

Aetiology and Morbid Anatomy 

Bacillary dysentery is caused by infection with 
organisms of the genus Shigella. The most important 
of these is the bacillus described by Shiga, Shigella 
dysenteriae, which produces a potent toxin and gives 
rise to severe symptoms which may be fatal. 
S. schmitzii and various types of S. flexneri and 
S. boydii cause a milder form of the disease which runs 
a more benign course. S. sonnei often produces a 
simple diarrhoea rather than a dysenteric condition, and 
has other characters which place it in a different 
category from the others. 

Infection results from swallowing the causative 
organism. Contaminated food rather than con- 
taminated water is usually responsible, and the source 
is more often an acute case than a carrier. Infection 
may be conveyed by flies. Protection of food, good 
sanitation, and anti-fly campaigns play an important 
part in preventing outbreaks of this disease. 

Dysentery bacilli multiply in the mucous membrane 
of the large intestine and give rise to inflammation and 
varying degrees of ulceration. In mild cases this 
amounts to little more than a desquamation of epithe- 
lium on the projecting edges of the folds of the mucous 
membrane. In more advanced cases the lesions extend 
more deeply and produce a series of superficial ulcers, 
having their long axis across the bowel. In severe infec- 
tions #here may be wholesale desquamation of mucous 
membrane, with the formation of large areas of highly 
inflamed granulation tissue covered with greenish black 
sloughs. The less severe lesions heal quickly and com- 
pletely. Where extensive destruction of the mucous 
membrane has taken place, regeneration does not occur 
and fibrosis and scarring result. If cure is incomplete 
and the condition becomes chronic, lesions persist in the 
form of small irregular ulcers surrounded by inflam- 
matory congestion. 





Symptoms 


The onset of bacillary dysentery is usually sudden. 
Sharp griping pains are followed by diarrhoea of in- 
creasing severity. The stools, which at an early stage are 
liquid and contain flakes of blood-stained mucus, soon 
become more frequent and in the course of a few hours 
consist solely of small quantities of blood-stained muco- 
pus. In a seVere case the bowels move at least once 
or twice every hour ; indeed, the desire to go to stool 
may be almost constant. There is severe griping and 
tenesmus and not infrequently considerable haemor- 
rhage. In the most severe cases of all, large sloughs of 
mucous membrane are passed in a thin serosanguineous 
fluid. If untreated, such cases usually go on to a fatal 
termination, death resulting from toxaemia and péri- 
pheral vascular failure. 

Throughout the acute stages there may be nausea and 
a little vomiting, and there is usually a moderate degree 
of fever. As recovery sets in, this order is reversed. 
Stools become less frequent, the mucus is less obviously 
blood-tinged, and, ultimately, when the patient is able 
to take food, stools of normal appearance are passed. 
For some days, however, varying quantities of mucus can 
be recovered, even from stools which are practically solid. 

When cure is incomplete and the chronic state super- 
venes, there are alternating periods of apparent nor- 
mality and of irregular diarrhoea with stools containing 
greater or lesser quantities of mucopus. 

In children, and particularly in infants, bacillary 
dysentery is apt to assume a fulminating form. Not 
infrequently the child rapidly becomes collapsed and 
dehydrated, passing numerous small green-coloured 
stools containing a little mucus. Such symptoms are of 
considerable gravity, and urgent treatment is required if 
the child’s life is to be saved. 


Diagnosis 

Clinical—In acute cases the symptoms and the 
character of the stools usually present an unmistakable 
picture. For all practical purposes the diagnosis in such 
cases rests between bacillary dysentery and acute 
amoebic dysentery. The latter, when uncomplicated, 
rarely has the acute characters which have been des- 
cribed, but the possibility of co-existing bacillary and 
amoebic dysentery must never be overlooked. As the . 
two diseases have very different incubation periods, 
bacillary dysentery being short and amoebic dysentery 
long, it is obvious that where both infections are present 
they cannot have been acquired simultaneously. An 
acute bacillary infection, however, not infrequently 
lights up an unrecognized pre-existing amoebic infection. 

Where subacute or chronic bacillary dysentery is 
suspected it has to be differentiated from chronic 
amoebic dysentery, schistosomiasis, ulcerative colitis, 
malignant disease, and other rarer conditions which 
produce inflammatory lesions of the bowel. Sigmoido- 
scopy may be of assistance, but the final diagnosis must 
rest on the isolation of the dysentery bacillus. 
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Laboratory.—In acute cases an experienced worker 
can establish the diagnosis by microscopical examination 
alone. It is essential that the specimen should be 
freshly passed. If desired, a rectal swab may be used 
to obtain a specimen. It is advantageous to make the 
microscopical examination in the clinical laboratory. A 
small piece of mucopus is placed on a microscope slide, 
a cover-slip is applied and pressed \down, and the edges 
are sealed with petroleum jelly. Examination is made 
with a low-power objective. Even in the early stages 
of the disease the small flakes of mucus which are 
present -in the liquid stools give all the characteristic 
appearances about to be described. The exudate in 
bacillary dysentery is essentially inflammatory in nature 
and the apparently homogeneous mucus is surprisingly 
cellular. The number of red blood cells present is 
variable, depending on the portion which has been 
chosen. Exclusive of these red cells, over 90% of the 
others which crowd the field are normal-looking pus cells 
(neutrophil polymorphonuclear leucocytes). The remain- 
ing 10% is made up of large macrophage cells, shed 
epithelial cells, and others of less definite origin. From 
the point of view of differential diagnosis the macro- 
phages are important, as’ they may be mistaken for 
amoebae. They are of the same size and may contain 
red blood cells, but are not differentiated into endoplasm 
and ectoplasm, and exhibit only the faintest movements. 

While microscopical diagnosis is sufficient for the 
initiation of treatment, it is often if not always desirable 
to isolate the causative organism. This can be done only 
in a properly equipped laboratory, and a description of 
the technique used is outside the scope of this article. 
Specimens for bacteriological examination must be 
passed into a bed-pan free from antiseptics. Without 
any delay a small portion of mucopus—about 1 ml.— 
should be selected and placed in a screw-cap specimen 
bottle containing neutral 30% glycerol in normal saline. 
In this preservative the dysentery bacilli will remain 
viable for some days and will therefore survive transit 
to the laboratory. : 

Treatment 


General.—During the acute stages the patient should 
be kept in bed and given fluid diet. It is important that 
he should drink copiously to ensure free action of the 
kidneys. In very acute cases it is advisable to allow the 
stools to be passed on to a pad of ¢otton-wool rather 
than put the patient to the exertion of using a bedpan. 

Specific—The sulphonamide compounds have a 
specific action on the dysentery bacillus. The first to be 
used successfully was sulphaguanidine, which is slowly 
absorbed from the bowel, but it was subsequently dis- 
covered that most of the rapidly absorbed sulphon- 
amides are equally effective. British Workers still prefer 
sulphaguanidine because it has no tendency to crystallize 
out in the kidney tubules and so obstruct the secretion 


- of urine. For this reason it is more suitable for tropical 


countries, where excessive sweating may lead to a low 
output of concentrated urine in which crystallization is 
likely to occur. It is given to a normal adult in an initial 
dose of 6 g. followed by four-hourly doses of 3 g. until 
the stools are reduced to about four a day. Thereafter 
the same quantity is given at eight-hourly intervals and 
is further reduced as the condition improves. Phthalyl- 
sulphathiazole in four-hourly doses, each of 1 g., is 
another of the slowly absorbed compounds which has 
its advocates. Sulphadiazine is favoured by many 
United States workers and is given in an initial dose of 
2 g. followed by four-hourly doses of 1 g., the interval 


being lengthened as the patient’s condition improves. 
With this compound the risk of renal obstruction is 
definitely greater than with sulphaguanidine, and it is 
essential that the patient should drink large quantities of 
fluids. ‘ 

The effect of ‘sulphonamide treatment in bacillary 
dysentery is dramatic. Within a few hours griping 
ceases and the diarrhoea becomes much less marked. 
The patient experiences a sense of well-being and the 
appetite quickly returns. If due care is exercised in 
matters of diet and other general measures of treatment, 
he will be well in a few days. 

More recently, the newer antibiotics have been used 
with success, but in normal infections they have no 
striking advantage over the less costly sulphonamides. 
Chloramphenicol acts well when given in doses of 250 
mg. four-hourly for a week or more. 

Shigella dysenteriae (Shiga’s bacillus) secretes a 
powerful exotoxin which may produce symptoms of 
severe toxaemia. This stage is not reached if specific 
treatment is started early, but in patients who have gone 
untreated for some days the toxaemia may be marked 
and may in itself be a menace to the patient’s life. It 
can be countered by the intravenous administration of 
large doses of concentrated antitoxin (100,000 units or 
more). This will relieve the immediate symptoms and 
give an opportunity for concurrent sulphonamide treat- 
ment to take effect. In such cases it will not be possible 
to await the confirmation of diagnosis by the identifica- 
tion of Shiga’s bacillus, but it is justifiable to assume that 
this organism is responsible, and to give antitoxin. 

Treatment of Children ——Sulphonamides act well in 
infections of average severity in children and infants, 
and should be administered in doses proportionate to 
weight. In fulminating cases with much dehydration 
antibiotics, such as chloramphenicol, are preferable to 
sulphonamides ; saline transfusions and other sympto- 
matic treatment must be simultaneously administered. 


Chronic Infection and Carriers 


In most instances subjects who are found to be 
carriers are in reality cases of chronic infection follow- 
ing inadequate treatment. The remedy is a course of 
sulphonamide adjusted to the needs of the particular case 
or, if this proves ineffective, a course of chloramphenicol. 
An exception occurs in the case of infection with Sonne’s 
bacillus. This organism can live and multiply in the 
bowel contents, and hence, though the symptoms may be 
trifling, the carrier state may persist for weeks. Sulphon- 
amides are generally ineffective in clearing this con- 
dition, but better results are reported from the use of 
antibiotics. 

Prognosis and Tests of Cure 


With modern methods it is possible to effect cure in 
all cases of bacillary dysentery which come under treat- 
ment at an early stage. Rapid convalescence may be 
confidently anticipated, and the prolonged subacute and 
chronic infections which were at one time all too com- 
mon are now to be seen only in patients who have not 
received specific treatment. 

In tropical surroundings cases are usually so numerous 
that laboratory tests of cure are impracticable. If the 
stools are solid and free from mucus it is safe to assume 
that infection has been overcome. In special circum- 
stanées, such as institutional outbreaks, it is advisable 
to have six consecutive negative culture tests before 
discharging the patient as cured. 
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Il. AMOEBIC DYSENTERY 


In contrast to its bacillary counterpart, amoebic 
dysentery is essentially a subacute or chronic disease 
with a long incubation period and an insidious onset. 
Not infrequently the infection, although it has been 
present for some time, is recognized only when an 
investigation is being made of some more acute inter- 
current condition. Nevertheless, in certain circum- 
stances, or because of the presence of complications, it 
may become acute in nature and may even cause the 
death of the patient. 

Geographical Distribution—The parasite which 
causes amoebic dysentery has a world-wide distribution, 
yet for reasons which are not fully understood the 
disease itself is much more restricted and is common 
only in tropical and subtropical countries. A negligible 
number of cases which are apparently indigenous do, 
however, occur in temperate regions, such as Britain, 
and the possibility of such an event should never be over- 
looked. 


Aetiology and Morbid Anatomy 


The primaty cause of amoebic dysentery is the proto- 
zoon Entamoeba histolytica. This is a strict parasite 
which is found in man and a few other mammals, and 
is transmitted from one host to another in the form of 
resistant cysts which are passed in the faeces. The 
epidemiology is therefore that of an excretal disease. 

Recent observations strongly suggest that the patho- 
genicity of E. histolytica is dependent in part at Jeast 
either on the associated bacterial flora or on some other 
external factor. The elucidation of this phenomenon is 
not sufficiently advanced to warrant its discussion, but it 
must be noted as having an important bearing both on 
treatment and on the significance of the symptomless 
cyst-passer. 

The amoeba has its normal habitat in the mucous 
membrane of the large intestine. Lesions are perhaps 
commonest in the caecum but occur distally as far as the 
anal canal. They rarely extend above the ileo-caecal 
valve. They begin as minute flask-shaped ulcers which 
may increase superficially until they are an inch (2.5 cm.) 
or more in diameter, and in depth until they cause per- 
foration and peritonitis. The edges are thickened and 
undermined, the base of the ulcer is covered by a 
slough, and the mucous membrane between ulcers is 
usually comparatively normal. 

In the process of ulceration an amoeba may penetrate 
a vein and be carried to the liver, where it multiplies, 
causing an amoebic hepatitis which, if untreated, will 
develop into hepatic abscess. 

If the bowel ulcers become secondarily infected with 
pyogenic organisms a much more active and inflam- 
matory condition supervenes, and a large area of the 
bowel wall may become involved. 


Signs and Symptoms 


In an uncomplicated case the onset is gradual. 
Abdominal discomfort, a grumbling pain, and flatulence 
accompany a moderate degree of diarrhoea in which 
the bowels may move four or more times a day. The 
faeces are usually dark-coloured, part semi-solid and 


part liquid, foul smelling, and containing varying quan- . 


tities of dark-coloured mucus. Palpation of the abdo- 
men may elicit considerable tenderness, and any part of 
the bowel which is heavily infiltrated can usually be 
felt. In uncomplicated cases febrile disturbance is rare. 


On to this basic picture the various complications 
which may supervene add their own particular features. 
Secondary infection leads to a condition with characters 
which differ little from those of bacillary dysentery. 
The combination of bacillary and amoebic dysentery is 
of course a common occurrence. Lesions in the appen- 
dix may simulate an acute appendicitis—an important 
point, as appendicectomy in amoebic infection is 
strongly contraindicated. Perforation of an ulcer gives 
the characteristic symptoms of peritonitis. Hepatitis .is 
suggested by a swinging temperature, a well-marked 
leucocytosis, hepatic enlargement and tenderness, radi- 
ating pains, and a raised and fixed right cupola of the 
diaphragm. The recognition of this condition is of the 
greatest importance, and its dramatic response to treat- 
ment one of the most satisfying experiences of the 
tropical practitioner. 


Diagnosis 


The signs and symptoms which have been described 
are in no sense specific and do no more than indicate the 
possible diagnosis. This can be established in one way 
only—by the demonstration of the active trophozoites 
of E. histolytica in the mucus present in the stools or 
in scrapings from ulcers. When possible the examina- 
tion should be carried out by an experienced protozoolo- 
gist. A small portion of fresh mucus should be placed 
on a warm slide and prepared for microscopical exam- 
ination as previously described. It is advisable to use 
a heated stage (37° C.) or, if this is not available, to 
keep the specimen warm by some improvised means. 

The mucus from a typical case is comparatively non- 
cellular, the predominant elements being mononuclear 
leucocytes and partially digested cells from the bowel 
wall. Polymorphs are relatively scanty. Red cells are 
often seen in rouleaux, and Charcot—Leyden crystals 
may be found. The amoebae are highly refractile, and 
when rounded have a diameter equal to that of four to 
five red cells. Ectoplasm and endoplasm are well 
differentiated, but the characteristic features, both of 
which must be present before an amoeba-like object 
can with certainty be identified as E. histolytica, are 
ingested red cells and active motility. This dictum does 
not imply that E. histolytica always contains red cells 
and is never rounded and motionless. It is based on the 
fact that any one of these characters, but never both, 
may be found in objects which are not E. histolytica. If 
the inexpert observer follows this rule he will not go 
astray. It is important, too, to bear in mind that cysts 
are not formed in the active phase of the disease, and 
consequently are not found in mucus. As will be shown 
later, the finding of typical quadrinucleate cysts in 
normal faeces cannot be taken as evidence of active 
amoebic dysentery. 

Sigmoidoscopic examination is of great help in for- 
mulating a diagnosis, partly by revealing the characters 
of the ulcers—though the most experienced observers 
are the least given to committing themselves on this— 
but mainly by allowing.scrapings to be taken for micro- 
scopical examination. It may be accepted as a working 
rule that if an ulcer is amoebic in nature E. histolytica 
will be found in scrapings taken from it. It should not, 
however, be forgotten that active amoebic ulcers may be 
present in the caecal end of the colon while the portion — 
of the bowel wall within range of the sigmoidoscope 1s 
normal. 

When the necessary facilities are available culture is 
probably more reliable than direct examination for 
demonstrating amoebae, but it does not afford evidence 
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of active amoebic dysentery, as a positive culture may 
be obtained from a specimen which contains only cysts. 

Indirect tests such as the complement fixation have 
noe yet been perfected to the stage of affording practical 
help in the diagnosis of amoebic dysentery. 


Treatment 
The treatment of amoebic dysentery is at present in a 


phase of transition, mainly because of the growing con- . 


viction that some factor in addition to the amoeba is 
concerned in producing the lesions. Diet throughout 
should be in accordance with the patient’s appetite and 
of such a nature as not to irritate the bowel. 

Emetine remains the favoured specific. In active 
infections three to five daily doses of 1 gr. (65 mg.), given 
subcutaneously, will relieve the acute symptoms. This 
should be followed by a ten-day oral course of emetine 
bismuth iodide (E.B.I.) administered in capsules or 
enteric-coated tablets to ensure that the drug is not 
released before it reaches the intestine. Because of its 
tendency to produce nausea and vomiting, E.B.I. must 
be given late in the evening, preferably preceded by a 
sedative such as | g. of phenobarbitone. During any 
form of emetine treatment the patient must be kept in 
bed because of the toxic action which this drug has on 
the heart. : 

It has been customary to supplement emetine treat- 
ment with compounds such as chiniofon (“ yatren,” 
“quinoxyl,” etc.), “diodoquin” (‘“embequin”), or 
carbarsone. Chiniofon can be given as a retention 
enema concurrently with the E.B.I. treatment. The 
bowel is first washed out with 500 ml. of 2% 
sodium bicarbonate, and an hour later 200 ml. of a 1% 
solution of chiniofon is slowly introduced and must be 
retained for six to eight hours. Carbarsone may be 
given in the same way, but is usually prescribed after 
E.B.I. treatment. 

Alternatively, these three compounds can be given by 
mouth after the completion of E.B.I. treatment: chinio- 
fon, 1 gr. daily for 10 days or longer in powder form 
in capsules or in tablets ; diodoquin, three tablets of 
200 mg. three times daily for the same period ; carbar- 
sone, capsules of 250 mg. twice daily, also for 10 days 
or longer. So many different “ blunderbuss ” courses 
have been recommended embodying these various drugs 
that it is obvious that none of them is really satisfactory. 

Of recent years this routine has been challenged, and 
indeed the whole outlook on the treatment of amoebic 
dysentery has been changed by the introduction of anti- 
biotics. Penicillin, given before emetine treatment, was 
the first to be used, and with good effect, in chronic 
relapsing cases, but it has been superseded by the more 
recently discovered varieties, first “ bacitracin,” and now 
“ aureomycin ” and “ terramycin.” The last two appear 
to have amoebicidal as well as bactericidal activity, but 
further trials and long periods of follow-up are needed 
before a definite opinion can be expressed. Aureomycin 
and terramycin are given in doses of 1 to 2 g. daily for 
1‘) days. It seems probable that the best results will be 
achieved by combined or consecutive courses of emetine 
and one of these antibiotics, the former given for its 
known amoebicidal action, the latter mainly for its 
bactericidal properties. 

Chloroquine, an antimalarial drug, has a well-marked 
amoebicidal action and has proved useful, particularly 
in the treatment of metastatic lesions in which emetine 
has been ineffective. It is given to adults in doses of 1 g. 
daily for three days, followed by 0.5 g. daily for 24 days. 


Prognosis and Tests of Cure 


Although remissions may occur, amoebic dysentery is 
not a self-limiting disease. When treatment is begun at 
an early stage and pursued with vigour, the prospects of 
cure are good. But if the disease has been smouldering 
for some considerable time, and especially if primary 
treatment is inadequate, a relapsing infection of great 
chronicity may ensue. Many cases of this kind occurred 
during the recent Burma campaign. M 

It is customary to demand. six consecutive negative 
stool examinations, starting a fortnight after the 
cessation of treatment. The passing of this test is not 
evidence of permanent cure, and it is well to check up 
periodically for at least two years. 


Significance of the Persistent Cyst-passer 


The problem of the persistent cyst-passer is one of 
great complexity. If the results of surveys of small 
sections of the population of Britain can be applied to 
the country as a whole there must be, at a conservative 
estimate, over a million persons who are infected with 
E. histolytica, yet cases of indigenous amoebic dysentery 
are rare. Some of these cyst-passers produce the small 
type of cyst which is generally believed to be non- 
pathogenic, but others excrete normal-sized cysts which 
have been found to give rise to lesions in the rat similar 
to those caused by known pathogenic amoebae. 

Are these cyst-passers invariably to be regarded as 
cases of subclinical amoebic dysentery and treated 
accordingly ? The obvious common-sense answer is 
“no,” and the validity of this decision is upheld by , 
recent observations which suggest that, contrary to 
earlier beliefs, E. histolytica can lead a saprophytic 
existence in the human gut. Most of these cyst-passers, 
being unrecognized, create no problem, but others may 
be discovered in circumstances which bring them under 
suspicion. In such cases each must be judged on its 
merits. If the patient has diarrhoeal symptoms and has 
either been in the Tropics himself or has been in con- 
tact with someone recently returned therefrom it is 
advisable to give treatment. If there are neither symp- 
toms nor a history of this kind it is sufficient to keep the 
subject under periodic observation. . 


Ciliate Dysentery 
Man occasionally becomes infected with Balantidium 
coli, a ciliate whose normal host is the pig. This causes 
an intractable ulcerative colitis, with symptoms similar 


| to those of amoebic dysentery, for which no satisfactory 


treatment is known, although some have claimed good 
results from carbarsone or from enemata (methylene 
blue, 1%). The actively motile large ciliate is easily 
recognized under the microscope. — 


Infection with Giardia Lamblia 


Giardia lamblia is a flagellate which inhabits the 
duodenum. The oval cysts found in the stools are of 
characteristic appearance and in diarrhoeic conditions 


_ the trophozoites may appear in enormous numbers. 


This organism has no known pathogenic action but it is 
possible that it may irritate the duodenum mechanically, 
and some believe that it can be a cause of diarrhoea, 
particularly in children. In any event, a five-day course 
of mepacrine, in doses of 0.1 g. three times daily (adult 
dosage), will usually eradicate the infection and can be 
given in any case in which misgivings are felt about the 
role of the flagellate. 
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Medical education was pioneered in Uganda in the years 
before 1914 by the late Sir Albert Cook at Mengo Hospital 
in Kampala. In 1923 medical training under Government 
auspices started at the Makerere Training Centre, opened 
under the late Dr. H. B. Owen for the training of African 
dressers at Mulago Hospital. In 1924 this became the 
Ugands Medical School, from which students passed out 
after a four years’ course as senior native medical assistants ; 
in 1928 the, course was lengthened to five years. The school 
was directed by Dr. J. P. Mitchell from 1932 until his 
retirement in 1944. In 1936 the Joint East African Board 
of Examiners was set up on an international basis, as 
students from Kenya, Uganda, Tanganyika, and Zanzibar 
were training at Mulago, and this body supervised 
medical education until Makerere College became a 
University College and the Board’s functions were taken 
over by the Academic Board of the college. The teaching, 
formerly carried out entirely by members of the Uganda 
Medical Services, is now directed by full-time college staff, 
although the Government staff still take a very large share 
in the teaching. 

This was in the minds of many members of the large 
audience composed of all races in Uganda who on May 15 
assembled in the library to attend the formal opening of 
the new medical school buildings, the first to be completed 
from the Colonial Development and Welfare Fund. The 
opening ceremony was performed by the Secretary of State 
for the Colonies, Mr. James Griffiths, who was welcomed 
at the entrance of the new buildings by the Governor of 
Uganda, Sir John Hathorn Hall, the Visitor of the college, 
and by senior members of the staff. 


Opening of New Medical School Buildings 

In introducing Mr. Griffiths to the assembly His Excel- 
lency said that the new buildings represented an act of 
faith by the British people—faith in the African, in the zeal 
and integrity of the African student, faith that they would 
devote their skill and knowledge whole-heartedly to their 
fellow Africans. In declaring the buildings open Mr. 
Griffiths brought to the college, the medical school, and the 
people of Uganda the good wishes of His Majesty’s Govern- 
ment and of the people of Britain for the continuing pro- 
gress of the medical school in teaching and research. Their 
erection was symbolic of His Majesty’s Government’s 
interest in higher education in the Colonies, to which the 
greatest importance was attached. The medical school at 
Mulago was an integral and essential part of Makerere as 
the University College of East Africa, and he said “ there 
is no more important institution in the East African 
territories.” Wherever Mr. Griffiths had been in Uganda— 
and he supposed it would be the same in all East Africa— 
he had been impressed with the intense desire of the 
Africans, even in remote areas, for education, and to them 
the college and medical school represented a great hope. 
He referred appreciatively to the work of the Government 
medical staff who had so long borne the burden, were 
still sharing extensively in the teaching, and who had built 
up the high reputation which Mulago Hospital had attained, 
and he referred especially to the investigations into mal- 
nutrition carried out at the hospital. He welcomed the 
evidence he saw of active student life and the multiplicity 
of student societies, the cross-fertilization with other 
branches of learning which, with the teaching the students 


received, would, he hoped, lead to their being not mere. 


medical technicians but “educated doctors.” The need for 
such men in East Africa was great ; they would be respon- 
sible not. merely to their own profession, to prevent and 
cure disease, but to the peoples whom they would be called 
on to serve, to be leaders of the community ‘and to contribute 
to the further economic and social advancement of these 
territories. 

In thanking the Secretary of State for his message the 
Principal of Makerere College, Mr. B. de Bunsen, also 


thanked the people of Britain for their generous gift. He 
wished they could see for themselves and could realize what 
their generosity would mean for the peoples of East Africa 
in the health of countless men and women of all races. ,He 
also expressed thanks to the people of America for their 
many generous gifts to the medical library. 

The Secretary of State and many of the visigors then 
inspected the new buildings. These comprise a single-story 
building housing the biochemistry, physiology, and pharma- 
cology laboratories, and another single-story building housing 
the physiological research laboratories maintained by the 
Colonial Medical Research Service. The main building of 
two stories, with large basement areas, houses the medical 
library, the administrative offices, and the departments of 
anatomy and pathology. These are all closely adjacent to 
the clinical departments and are within a few yards of the 
boundary of Mulago Hospital. 


The Medical Library 


The library already contains some 6,000 volumes under 
the care of a full-time librarian ; the nucleus was formed in 
1946 by the amalgamation of the library of the Director of 
Medical Services, Uganda, and of the Mulago Hospital 
Library. It has expanded rapidly, thanks to generous gifts 
from the University of Bristol and from the London School 
of Hygiene and Tropical Medicine. These have latterly been 
supplemented by most generous gifts from American 
institutions. This help was organized by Mfrs. Eileen 
Cunningham, of Vanderbilt University, and by Miss Alice 
Ball, of the U.S. Book Exchange of the Library of Congress, 
aided by the Rockefeller Foundation and the Smithsonian 
Institution. Particularly large collections have been re- 
ceived from the Armed Forces Medical Library at Washing- 
ton, from Miss Doe and the Academy of Medicine at New 
York, and from the Mayo Clinic. But these are only major 
donations, and smaller gifts have been received from a 
multitude of hospitals, universities, and institutions from all 
over the U.S.A, These gifts are deeply appreciated, and 
the library is now fortunate in possessing long sets of 
American periodicals. However, the library is more repre- 
sentative of American than of English medicine, and it is 
hoped that this may be adjusted. The library maintains 
working arrangements with the Mengo Hospital Library 
and the library of the pathology department of the Uganda 
Medical Service, thus putting many more volumes at the 
disposal of its users. These include not only staff and 
students of the medical school but all Government medical 
officers and members of the Uganda branch of the B.M.A., 
which places its periodicals in the library. It also supplies 
medical literature to medical men and research institutions 
all over East Africa, and these services will be extended 
when photoduplication apparatus arrives. 

A feature of the buildings is that provision has been made 
for visiting research workers. The anatomy and pathology 
departments have large storage spaces for the preservation 
of specimens, and animal quarters, including a large monkey- 
house, are available. Space is available for research 
workers in all the new buildings, and already research 
workers have been accommodated. There is a_ well- 
equipped photographic department, and the histological 
preparation work for all departments has been centralized 
in one well-equipped spacious room. It will be possible for 
any research in medicine to be carried out which does not, 
involve too elaborate equipment. In addition there are 
rapidly growing facilities for research in physical anthro- 
pology and allied subjects. The proximity of the hospital 
to the laboratories brings all departments into close contact 
with the problems of clinical medicine. 

With the major departments headed by full-time staff, and 
with new buildings and apparatus and with the services of 
many Uganda Government specialist officers, the Makerere 
College Medical School looks forward to still greater oppor- 
tunities of servimg the peoples of East Africa, and in this 
endeavour it has the encouragement and close co-operation 
of the Government Medical Services of East Africa. 
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OCCUPATIONAL THERAPY 


A two-day conference of the Association of Occupational. 
Therapists was held at the Church House, London, opening 
on June 15. The first session was presided over by 
Lord WEBB-JOHNSON, who welcomed the delegates, especially 
a number who had come from other countries. 

The MINISTER OF HEALTH, who opened the Conference, 
began by remarking that the Cope Committee in its recent 
report had stated that the Association was the only organ- 
ization in England and Wales representing the profession of 
occupational therapists. If that were true of some of the 
other professions dealt with in that report, the position 
would be much easier. 

He himself first came to know about the work of occupa- 
tional therapists at the time he was Minister of Pensions. 
At that Ministry they had tried to enable war-disabled men 
to become as normal members of the community as their 
disability allowed. In this matter Great Britain was very 
much in the van of progress. After the second world war 
over 90% of those injured had survived to engage in 
ordinary life, a very different position from that after the 
first world war. Much of the improvement had been 
achieved as the result of new treatments, including the 
application of physiotherapy, but occupational therapy also 
had played a noteworthy part in rehabilitation. The psycho- 
logical value of teaching a man who thought he was broken 
that he could nevertheless be a productive member of 
society as well as any fit person could not be over- 
emphasized. 

The Minister said that he and Sir Arton Wilson, perman- 
ent secretary to the Ministry of Pensions, had felt that 
occupational therapy would be equally valuable outside 
hospitals as within them. They had had the responsibility 
for disabled men of the 1914-18 war, far too many of whom 
were unemployed, and so there was established the home- 
craft service to bring some creative activity to the homes 
of these people. It had been difficult at first to interest 
men of 60 or over in the value of taking up some form 
of diversional activity in the bedroom or sitting-room which 
was the range of their world, but once their interest had 
been engaged by the occupational therapist they found life 
more satisfying than it had been for many years. The 
homecraft service had proved a great success. 


Mobile Occupational Therapy Units 


Mr. Marquand welcomed the reference in the Cope report 
to mobile occupaticnal therapy units. There were many 
people who could take advantage of that kind of service, 
and he hoped it would be extended. There was no fear now 
of putting anyone else out of employment if such people 
were given some form of useful activity. Again there was 
a great field for occupational therapy in therapeutic social 
clubs, one of which he had been glad to open in London 
recently. In the National Health Service he had seen a 
great deal of occupational therapy, and he hoped that the 
Cope Committee’s endorsement of their work would be 
studied throughout the profession. 

The Minister went on to say that the combination of 
medical science, new drugs, the efforts of local authorities, 
the mass miniature radiography service, and the provision 
of free treatment had resulted in a remarkable achievement 
in the battle against tuberculosis. The additional beds pro- 
vided numbered 3,500 and the additional nurses 1,500. The 
death rate had gone down, and despite the wide employment 
of mass radiography among young people, resulting in the 
detection of more unsuspected cases, the number of noti- 
fications was also going down. Whilst there were no grounds 
for complacency, there were. sources of satisfaction. In 
this field of tuberculosis occupational therapy was proving 
of great importance. 


Occupation in .Mental Hospitals 


A second field in which occupational therapy was of the 
highest importance and deserved further development was 
the mental hospital. Mr. Marquand believed that the people 


of this country did not realize—he was sure the House of 
Commons did not—that four out of ten beds in the hospital 
service were in mental hospitals and mental deficiency insti- 
tutions. There was now a new attitude towards mental 
illness. People were much more willing to seek treatment, 
and the person who had been in a mental hospital was no 
longer regarded as incurably insane or mad (to use words 
which ought to be no longer current). The idea of restraint 
had given way to rehabilitation. The Minister went on to 
speak of the value of occupational therapy in mental hos- 
pitals, and referred in particular to the Cope Committee’s 
suggestion for employing in the field of occupational therapy 
people who were not trained as occupational therapists but 
were specialists in arts and crafts and other activities. 

Lord Wess-JOHNSON, taking up the Minister’s remark 
about mental hospitals, said that eight out of ten patients 
in one famous mental hospital were there voluntarily. His 
own great ambition was to see all voluntary patients and 
all border-line patients treated in a general hospital, so that 
when they came out no stigma would be attached to them. 
In general hospitals there ought to be an out-patient depart- 
ment for mental illness and an allocation of beds. A place 
might be called a hospita] without any reference to mental 
illness, but the fact remained that, when a person said, “I 
was at —— Hospital,” people knew it to be a mental hos- 
pital, whereas if he said he had been to the Middlesex or 
Guy’s no one considered particularly why he went. 

Miss K. M. THOMPSON, a member of the coungeil of the 
association, in proposing a vote of thanks to the Minister, 
mentioned that there were now over 1,000 occupa- 
tional therapists in this country. What they wanted was 
recognition by the authorities that they needed space to 
work in and tools to work with. 

Subjects discussed at the conference were occupational 
therapy in relation to geriatrics, to the rheumatic and para- 
plegic patient, to the mentally deficient, and to children, also 
occupational therapy as a pre-vocational guide to the 
physically and mentally handicapped ; the part occupational 
therapy ‘might play in child guidance; and occupational 
therapy in relation to orthopaedics. Among others who 
addressed the Conference were Lord Amulree, Professor 
F. R. G. Heaf, Dr. Clifford Parsons, Dr. Rees Thomas, and 
Dr. F. S. Cooksey. Visits were paid to the Belmont Hos- 
pital (Neurosis Centre), the Cerebral Palsy Unit at Carshal- 
ton, Maudsley Hospital, a Remploy factory, and the Slough 
Industrial Health Service. 








CHEST CLINICS IN THE CONTROL 
OF TUBERCULOSIS 


Mr. Fred Messer, M.P., chairman of the North-west Metro- 
politan Regional Hospital Board, and Mr. M. Hackett, 
chairman of its Tuberculosis Committee, met representa- 
tives of the Press on June 11 to report the achievements 
of the Board in dealing with tuberculosis. The region 
comprises most of west and north-west London and, except 
for certain areas, the counties of Middlesex, Hertfordshire, 
and Bedfordshire, with parts of Berkshire and Buckingham- 
shire, the. population being 3} million. A survey in 1948 
showed that many of the chest clinics in the region were 
in unsuitable premises or ill-equipped, that the number 
of beds both in special and in general hospitals was 
inadequate, and that facilities for thoracic surgery were 
incomplete. ’ 

The Board, regarding the chest clinic as the base-line for 
the attack on tuberculosis, decided that there should be one 
clinic to every 200,000 population, and this has now been 
achieved save in Hounslow, Middlesex, where plans have 
been drawn up for the early establishment of a second 
clinic. Of the 22 clinics now operating, 16 are completely 
equipped with their own x-ray apparatus and technical staff, 
and the other six have access to equipment and staff at the 
adjoining hospital. Chest physicians, all specialists of 
consultant rank, are in charge of the clinics. . 
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_ The number of. beds available in the region is now 1,494 
in chest hospitals and 746 in general hospitals, comparing 
with 1,249 and 539 respectively at the end of 1948. The 
increase has been made possible by the improvement in the 
recruitment of nurses for tuberculous cases and the second- 
ing of student nurses as part of their general training to 
hospitals with tuberculous patients. It was stated that no 
reluetance on the part of nursing staff to undertake tubercu- 
losis nursing had been encountered once the position had 
been explained to them. Proposals for the future included 
the building of a new 29-bed block at, Mount Pleasant 
Hospital, Southall, the complete rebuilding of a block at 
Colindale to give 60 beds, and the rebuilding of a part of 
Clare Hall Sanatorium, South Mimms. In spite of economy 
cuts in other directions the Board had decided that there 
must be no curtailment of tuberculosis services. 

Waiting-lists have been abolished at chest clinics, and 
there was a sufficient staff to undertake domiciliary treat- 
ment. The average waiting time for a bed, which was 7.8 
weeks in January, 1950, was shortened to 4.6 weeks by 
January, 1951. The new cases diagnosed in the region 
numbered 4,229 in 1949 and 4,121 in 1950, and the total 
number of patients admitted to hospital was 3,937 in 1949 
and 4,838 in 1950. 








LADY TATA MEMORIAL TRUST 
International Awards for Research in Blood Diseases 


The trustees of the Lady Tata Memorial Fund announce 
that, on the recommendation of the scientific advisory com- 
mittee in London, they have made the following awards 
for research in blood diseases, with special reference to 
leukaemia, in the academic year beginning on October 1. 

Grants for Research Expenses and/or Assistance.—Pro- 
fessor Jérgen Bichel (Denmark), for work at Aarhus, Den- 
mark ; Dr. George Discombe (Great Britain); for work in 
London ; Dr. Astrid Fagraeus and Dr. Bo Thorell (Sweden), 
for work in Stockholm ; Dr. Niels Gunnersen Harboe. (Den- 
mark), for work in Copenhagen ; Professor Charles Oberling 
(France), for work in Paris; Professor Giinther Schallock 
(Germany), for work at Mannheim; Dr. Charles Cady 
Ungley (Great Britain), for work at Newcastle-upon-Tyne. 

Part-time Personal Grant——Dr. Jean Baptiste Gabriel 
Dausset (France), for work in Paris. 

Scholarships.—Dr. Pascou Atanasiu (Rumania), for work 
in Paris; Dr. Henri Paul Lucien Febvre (France), for work 
in Paris. 

In addition, the trustees, on the committee’s recommenda- 
tion, have awarded a special fellowship to enable Dr. A. R. 
Gopal-Ayengar, chief research cytologist at the Tata 
Memorial Hospital, Bombay, to work for a period at the 
Chester Beatty Research Institute of the Royal Cancer 
Hospital, London. 





The business of the Medical Sickness, Annuity and Life 
Assurance Society, Ltd., in the year 1950 was considered a 
record. At the annual general meeting in May the chairman, 
Mr. McNeill Love, said that the rate of expansion had 
been the most remarkable since the war, and the Society 
now had funds of nearly £5m., with a premium income 
of £500,000 a year. At the same time he warned the mem- 
bers that much of this progress was due to the effects of 
inflation and the dwindling value of money. Many of the 
old members. would have been content with sickness benefit 
at the rate of four guineas a week ; nowadays at least 20 
guineas a week was needed to give any margin for addi- 
tional expenses beyond the cost of a locumtenent. Busi- 
ness conditions were uncertain, and insurance companies no 
less than individuals were subject to economic strain. It 
could safely be said, however, that insurance was one of the 
few things costing no more than it did before the war; in 
fact, many of the Society’s policies were cheaper than they 
were 10 years ago. 


Correspondence 





a 





Equity and the G.P.s’ Pay 


Sir,—The final section of the report of the G.MS. 
Committee to the special Conference, of Local Medical 
Committees on remuneration of G.P.s opens with the 
sentence, “ The issue before the profession is at last clear.” 
For this clarity Dr. Wand and his committee are to be 
congratulated and thanked. 

Many of our lay friends, whilst expressing sympathy 
with us in this issue, also express regret that the first 
“show-down” between the profession and Government 
threatens to be on the question of the doctor’s pay, rather 
than (say) on the lowered standard of medical care which 
is forced upon him in many instances. 

May I suggest that this attitude should be met by our 
reminding our patients that a principle underlies this ques- 
tion of remuneration, and a very important one: the 
principle of equity, which, in common law, Francis Bacon 
did not distinguish from honesty? 

The folk in the slum retorted to the lady visitor that she 
was saving her soul on them. The doctors should retort 
to the Government that it is economizing on them. Surely 
we may trust the public to realize that this is not fair, not 
honest?—I am, etc., 

London, W.1. 


Management of Pneumoconiosis 


Sm,—lIn an area such as the North-east, where the 
prevalence of the more severe types of coal-miner’s pneumo- 
coniosis is probably much less than it is in South Wales, 
there is still an important place for wise personal advice to 
the man with this disease on a straight doctor-to-patient 
basis. What you refer to, in your leading article (May 19, 
p. 1129), as “well-intended welfare schemes” and “the 
concern of various Government departments ” which need 
the inevitable co-ordination of a joint committee, are apt 
to result in the patient as a person falling between all the 
stools. 

Advice given to a man with this disease must take into 
consideration his age, occupational history, the x-ray appear- 
ance of his chest, together with a knowledge of the natural 
history of pneumoconiosis. This must be added to an assess- 
ment of his disability in relation to his job, to a knowledge 
of his family and financial situations, and to an estimate of 
his chances of. getting different work near his home. To 
advise a man to more than halve his income is a serious 
business, and it affects his family probably more than it does 
himself. These men must be justly compensated from public 
funds, and there seems, therefore, to be a case for the 
experimental amalgamation of the compensation machinery, 
the independent clinical and social advice, and perhaps the 
periodical examination suggested by Dr. C. M. Fletcher and 
referred to in your article. 

If the numbers of breathless men in any given area 
become greater than can be absorbed by the coal-mining or 
other local industry, then the setting up of light employ- 
ment dispersed in penny packets in the pit villages must be 
considered. The problem here, as it is with some other 
prescribed diseases, is to provide the patient with wise 
personal advice, follow-up facilities, just compensation, and, 
if necessary, alternative employment—and to do it with a 
single mechanism.—I am, etc., 


Newcastle-upon- Tyne. 


Aftercare of the Premature Baby 
Sir,—Professor W. S. Craig and his collaborators are to 
be congratulated on their valuable work for the provision of 
nursing care for the small infant discharged from hospital 
(June 2, p. 1234). . 
My interest has been particularly focused on the aftercare 
needs of the premature baby. Since a special premature 


HORDER. 


R. C. BROWNE. 
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baby unit was started at Southmead Hospital, Bristol, six 


and a half years ago, it has been evident that despite the 
excellent progress of the babies when they left hospital, a 
number presented themselves again during their first year 
with fairly considerable nutritional problems, particularly 
anaemia. It was disappointing to find that the high calorie 
and high vitamin feeding had been discontinued shortly after 
their discharge from hospital, despite full reports to local 
infant welfare authorities and practitioners. Reports were 
also received of a few deaths where the mother had failed to 
recognize serious illness until too late. Social and domestic 
reasons had often prevented attendance at infant welfare 
clinics, and occasionally the mother feared the risk of infec- 
tion or taking her baby out in bad weather. Thus it seemed 
that ordinary infant welfare arrangements, which are of 
very high standard in Bristol, were not adequately meeting 
the needs of these special babies. There appeared to be two 
reasons for this: first, lack of time for frequent home visiting, 
and, secondly, the fact that the health visitor, while doing 
excellent work in advising on the health of the normal baby, 
often may have had so little practical nursing experience 
of the abnormal or sick baby that she may be unaware of 
the problems confronting the mother and not know how to 
deal with them ; in particular she may not realize how much 
supervision is necessary for such a baby. 

In November, 1949, therefore, an experiment was started 
in aftercare nursing supervision for the premature baby in 
Bristol. The premature unit sister for external purposes (a 
certificated health visitor) is resident in the hospital and 
jointly employed by the hospital and Bristol Corporation ; 
this enables the closest liaison with the local authorities. 
Later a second health visitor was employed for part-time 
work in this scheme. The sister spends two sessions a week 
working in the unit in order to become familiar with recent 
developments and to get to know the babies and their 
mothers ; she also assists at the special follow-up clinic 
for premature babies which is held by the consultant 
paediatricians at the hospital, and the remainder of her time 
is spent in visiting: recently her visits have averaged 40-45 
a week. Each home is visited immediately before discharge 
of the infant, mainly to make sure there is no infection there 
and to inspect arrangements for nursing the baby. A written 
report is made to the medical staff of the unit, and this largely 
determines the date of discharge. The home is then visited 
again within 24 hours of the child leaving hospital, and 
subsequently very frequently, according to need, usually at 
not longer than weekly intervals, until the child is about 5 
months old or the weaning programme is proceeding 
satisfactorily, since we have found that at this stage 
some of these babies easily slip back. Accurate weighing 
scales are taken round so that weighing and test-feeding 
can be carried out in the home. If the child is making 
satisfactory progress, record cards are seen regularly by 
the paediatricians, and the baby only attends the special 
clinic three times during the first six months. These 
visits are intended for complete assessment of the child’s 
development and advice on special problems. Special 
vitamin preparations and iron are also dispensed then. This 
arrangement helps to avoid risk of cross-infection to the 
infant, and perhaps its greatest advantage is that the mother 
receives individual tuition in her own home with her own 
equipment on the care of her baby. In addition the frequent 
visiting has enabled serious disease to be diagnosed early, 
and undoubtedly some lives have thus been saved. 

The results of this aftercare programme have been most 
gratifying. Approximately 180 babies have been covered in 
18 months. The general physical development of the babies 
has been very good; in no case has anaemia or rickets 
developed, and feeding problems requiring medical advice 
have been almost abolished. Of particular interest have been 
the excellent results obtained in really bad homes, where 
with the collaboration of the “Home Help” service the 
“slut” mother has even succeeded in rearing premature 
twins satis.:actorily. At present this service has been pro- 
vided only for premature babies discharged from the unit 


and such other large prematures who have been ill while 
in hospital. 

As Professor Craig has indicated, services such as these 
reduce time spent in hospital and also frequent readmissions 
and time spent by doctors on advice, which can properly be 
given by specially trained nurses ; they are thus economical 
as well as making a great contribution to the problem of 
lowering infant mortality and morbidity.—I am, etc., 


Bristol. BERYL D. CORNER. 


Reduction of Surgical Haemorrhage 


Sir,—I have read with interest Dr. R. P. W. Shackleton’s 
article (May 12, p. 1054). Since May, 1950, I have used 
the methonium compounds to reduce surgical bleeding on 
over 200 occasions, and my experience has been similar to 
that of Dr. Shackleton and Dr. Enderby. [I have not, 
however, found doses as low as 10 mg. to be effective. In 
175 cases I used pentamethonium iodide, and this series has 
formed the basis of a separate communication. More 
recently I have been using hexamethonium iodide, and it is 
my impression that this drug is more certain and more 
effective in its action. I have been particularly impressed 
with its use in partial and total gastrectomies where presum- 
ably by producing splanchnic and vagal blocks and 
preventing blood loss the post-operative state of the patients 
has been most pleasing. 

I have not observed any, patients to be pasticulariy sleepy 
in the post-operative period when these methonium iodides 
have been employed, and no cases of iodism have so far 
come to light. 

Up to the present I have felt it advisable to avoid the use 
of these drugs in cases of angina ; in the frail and cachectic ; 
caesarean sections ; cases of shock ;»cases with poor renal 
function ; cases with a tendency to cerebral thrombosis ; 
cases of hypertension complicated by chronic pulmonary 
disease ; hypotensive states; cardiac surgery; children. 
While I have been careful to maintain the blood volume 
and haemoglobin to as near normal as possible I: have 
avoided the use of vasopressors mainly to eliminate the 
danger of reactionary bleeding. On one or two occasions, 
however, when the systolic pressure has fallen to below 
70 mm. Hg post-operatively I have used “ methedrine,” but 
only in doses of 5 mg. given slowly intravenously. 

In some patients, such as young adults, the effects of 
methedrine may rapidly wear off, and if a large dose is 
given intravenously to a case rendered hypotensive with a 
methonium compound a precipitous rise may be followed 
by a precipitous fall which may result in acute circulatory 
failure. In laminectomies performed in the prone jack- 
knife position there is also a danger of acute circulatory 
failure if in addition to a methonium compound a relaxant 
drug is employed, for then pressure on the relaxed abdominal 
wall may seriously impede venous return. No difficulties 
have been encountered when a special rest which leaves the 
abdomen free has been usetl.—I am, etc., 

Hull. W. N. ROLLASON. 


Post-gastrectomy Syndrome 

Sir,—In their instructive review (March 17, p. 546) Pro- 
fessor C. Wells and Mr. R. Welbourn have failed to nail 
some important practical points. They may have hesitated 
to do this because so many of their patients were referred 
problems. Complete obstruction is now uncommon, but 
less serious sequelae are more common, and many of these 
are due not to the operation but to its faulty performance. 
These faults should be pointed out. 

In an anastomosis with jejunal loop passing from lesser to 
greater curvature (it should always pass so), obstruction to 
the emptying of the afferent limb of the loop may be caused 
by faulty suturing at the lesser curvature, or by kinking due 
to too short a loop, or to neglect of the Kappeler sutures 
(which should suspend the afferent limb in an even curve 
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above the stoma). Obstruction to the emptying of. the 
stomach is caused by a too large Hofmeister—Finsterer 
septum ; or by a narrowing of the efferent jejunal limb by 
faulty suturing at the greater curvature (usually too much 
inversion) ; or by a disproportionate removal of the greater 
curvature so that the efferent limb is kinked upwards by the 
return of the parts within the abdomen. This dispro- 
portionate removal of the greater curvature prevents the 
efferent limb of jejunum from passing normally downwards 
and to the left. The stomach, therefore, tends to empty into 
the afferent limb. The late Mr. Hedley Visick described this 
in his cases as the “question-mark” deformity of the 
jejunal loop. This tendency is further aggravated by the 
neglect of the very essential Kappeler stitches. In other 
words, when the afferent limb is placed to the lesser curva- 
ture the part of jejunum used in the anastomosis and the 
efferent limb and the cut across the stomach should all pass 
downwards and to the left and not transversely. 

Rarely the surgeon may be forced, for example by an 
abnormal mesentery, to employ the less desirable anastomosis 
from left to right—that is, with afferent limb to greater curva- 
ture! In such a case’ much more of the greater curvature 
should be removed so that the efferent limb tends to pass 
downwards and to the right, thus preventing emptying into 
the afferent limb. Neglect of one or more of these technical 
points probably accounts for three of the four mechanisms of 
the early post-prandial syndromes illustrated by Professor 
Wells and Mr. Welbourn (Fig. 5). Other errors are the 
faulty adjustment of stoma and jejunal loop within the 
transverse mesocolon, and torsion of the jejunum in its long 
axis through a jejunal incision not in the long axis of the 
jejunum. ; 

Another factor in causing “ post-gastrectomy syndromes ” 
is the faulty selection of patients for operation—for example, 
those with minor gastro-duodenal lesions and major tempera- 
mental disability, and those who are not psychologically 
prepared to accept operation. Another is the faulty selection 
of operation for the particular patient—for example, through 
a rule-of-thumb which would apply the same type of 
gastrectomy whether the stomach be in a male with duodenal 
ulcer, hypertonic, steer-horn, rapidly emptying and hyper- 
acid, or in a female with gastric ulcer, long, ptotic, atonic, 
and of low acidity. 

Another common cause of “ post-gastrectomy syndromes ° 
is the presence of other diseases, such as gastritis, neuroses, 
migraine, and food allergy. Their symptoms sometimes 
become more noticeable after operation, as though to substi- 
tute for the pain of which the patient has been relieved.— 
I am, etc., 

Sydney. V. J. KINSELLA. 


.] 


Sir,—I read with great interest the article by Mr. T. J. 
Butler and Mr. W. M. Capper on the early post-gastrectomy 
syndrome (May 26, p. 1177). Their conclusions, reached at 
the end of a painstaking and wonderfully detailed experi- 
mental study, prompt me to add a rather unscientific guess at 
the cause of these troublesome symptoms. 

It is well known that the Billroth I operation is rela- 
tively free from this.complication, and one is entitled to 
assume that it is associated in some way with the jejunal 
loop. Butler and Capper have demonstrated that the 
symptoms are frequently accompanied by undue descent of 
the gastric remnant, but they do not explain how this descent 
comes about, or why it should occur after some Polya 
operations but not others. I would suggest that it is pro- 
duced, at any rate in the antecolic anastomosis, by the drag 
of the transverse colon, and that it can be minimized by 
attention to a detail of technique. 

Textbook illustrations of the operation imply that the 
jejunal loop crosses the transverse colon about the junction 
of its left and middle thirds. In fact, the fashioned loop 
should follow the fundal remnant into its normal habitat in 
the upper left corner of the abdomen, and should embrace 
the relatively fixed splenic flexure. This can be assured 
at the end of the operation by gently pulling on. the trans- 
verse colon while pushing the anastomosis to the left, when 





it will drop neatly into place. If this is not-done the loop 
may become adherent to the transverse colon in its wrong or 
textbook position, and in the erect posture the loaded colon 
may pull on the stoma and interfere with its mechanics. This 
impediment is of course relieved when the patient lies down. 

In an effort to test this hypothesis, Dr. Cedric Hilliard, 
radiologist to the Barnet General Hospital, kindly performed 
synchronous barium meal and enema examinations on two 
of my patients, one with the syndrome and one without. 
The films of the first patient, who was operated on before I 
appreciated the importance of the manceuvre described 
above, showed a jejunal loop in the textbook position, and 
those of the second patient showed the loop correctly placed. 
—I am, etc., 

Barnet, Herts. V. J. Downie. 


Urinary-tract Infection 


Sir,—In their interesting paper on laboratory diagnosis 
of urinary-tract infections Drs. J. B. Enticknap and B. J. 
Stephens state that they have not found the correlation 
between the precise type of organism and the clinical 
features suggested by Coleman and Taylor (J. clin. Path., — 
1949, 2, 134). They agree, however, that in obstructive 
cases there may be a correlation, stating that the number 
of obstructive cases included in their series is small. Their 
quotation may give the impression that there is a greater 
disagreement between the results of the two investigations 
than is actually the case. It was with the difference in 
coliform flora between cases of urinary obstruction and 
cases without obstruction that our paper was. mainly con- 
cerned. The correlation suggested, between organisms 
found and clinical features, was limited to comments on 
the relatively increased importance of coliform bacilli other 
than Bact. coli in cases of obstruction. We found that the 
cases where infection was secondary to obstruction formed 
an important group in our series. 

The non-lactose-fermenting coliform bacilli become impor- 
tant in cases of urinary obstruction, but Drs. Enticknap and 
Stephens have excluded consideration of them from their 
inquiry in order to give full attention to lactose fermenters. 
It is possible that, had they been able to consider also the 
non-lactose fermenters, the difference between obstructive 
and non-obstructive cases would have been more apparent. 
The small number of obstructive cases encountered in their 
series may in part be-due to the exclusion of cases of infec- 
tion where non-lactose-fermenting organisms alone were 
present. This procedure would tend selectively to exclude 
obstructive cases.—I am, etc., 

Middlesbrough. P. N. COLEMAN. 


“A Strange Coincidence ” 


Sm,—Late last year there was admitted to hospital a 
young woman aged 25 years and six months pregnant. 


She was suffering from a spinal cord compression syndrome 
of rapid onset, starting with pain between the shoulder-blades one 
month before admission and progressing to complete paraplegia 
in three weeks. Lumbar puncture revealed a spinal block which 
was localized at the level of D 4-5 by cisternal myelography. A 
laminectomy performed on November 24 disclosed a soft haemor- 
rhagic tumour plastered on the back of the cord, to which it was 
intimately adherent. The tumour was removed as completely as 
its infiltrative nature permitted. Histologically it proved to be a 
malignant tumour of primitive neural type, which was first 
thought to be an ependymoblastoma, but was finally classified as 
a neuroepithelioma. The patient improved for a while after the 
operation and then her condition began to deteriorate once more. 
At this time her husband asked for an interview, and when seen 
was found to be suffering from considerable mental agitation on 
account of the following facts. 


The patient was his second wife, and, according to his 
story, exactly four years previously his first wife when four 
months pregnant became paralysed in exactly the same way 
and was admitted to another hospital, where she was operated 
upon for a spinal tumour and subsequently irradiated. She. 
was delivered of a premature child by caesarean section and 
died shortly after. The child died at three months of 
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gastro-enteritis. Not unnaturally the husband felt himself 
to be somehow responsible when the same tragedy overtook 
his second wife, who was totally unrelated, and, in such 
similar circumstances. He was of course reassured, but 
inquiries made of the other hospitals disclosed the following 
astonishing facts. 

The first wife was admitted in August, 1946, aged 23 years, 
and seven months pregnant. She was suffering from a com- 
plete paraplegia which had come on over a period of three 
months. A laminectomy was performed and a malignant 
intrathecal tumour found at the level of D 4-5. No removal 
was attempted, but. a biopsy was taken which on section 
showed a malignant tumour of primitive neural type, which 
was ultimately classified as an ependymoblastoma. Sections 
very kindly provided by the surgeon for comparison with 
our own proved to be so similar as to be almost indistinguish- 
able; indeed such differences as there were could be 
accounted for by differences of. fixation and staining (see 
illustration). 














Sections of the spinal tumours (x 700). A, The first case. 
B, The second case. 


Our own patient, the second wife, was delivered of a 
premature child per vias naturales at eight months. The 
child died of bronchopneumonia within 48 hours, and 
necropsy did not reveal any tumours in the infant. The 
mother herself died shortly afterwards from the combined 
effects of massive pressure sores and a urinary infection. 

The astonishing character of this coincidence, if such it be, 


will be appreciated when it is remembered that spinal tumours. 


as a whole are uncommon and tumours of this variety exceed- 
ingly rare. Of a large series of spinal tumours which have 
been dealt with in this unit in the past 25 years, this is the 
only one of this type. As a complication of pregnancy, 
once in the proverbial “ blue moon” would seem to be a 
gross overestimate of the frequency of occurrence. Even so, 
the alternative is so disturbing to orthodox surgical thought 
that one tends to assume coincidence, however unlikely, as 
the explanation. One should not, however, reject an 
explanation out of hand just because it is unorthodox, and 
this letter is therefore written in the hope that it will 
stimulate discussion and possibly evoke further evidence 
from the experience of others. 

My thanks are due to Professor Lambert Rogers and Sir 
Geoffrey Jefferson for permission to publish these cases. 
—TI am, etc., 

Cardiff. ARNOLD S. ALDIS. 


Anti-trachoma Campaign in Gozo 


Sir,—I have been asked by Miss Croskery, of Aden, to 
clarify some of the points raised in my article (April 7, 
p. 738). Early cases usually responded within two months, 
while older cases took longer to get better. No more 
specific time limits were given, as it was felt that they 
might be misleading. Duration of treatment depended on 
the stage of the disease, on the virulence of the virus and 
the tissue reactions to it, and above all on the regularity 
of treatment. Drops and ointment were applied until all 


follicles disappeared. In this series there were no un- 
pleasant side-effects from _ Systemic or local sulphonamide 
therapy, and there was no evidence that inadequate treat- 
ment led to resistance to sulphonamides. An examination 
of ail cured cases after a period of one year revealed that 
less than 6% showed fresh evidence of trachoma.—I am, 
etc., 
Malta. : V. TABONE. 


Medical Work in New Guinea 


Sir,—The letter from Dr. Elizabeth K. Mackay (June 2, 
p. 1266) reads oddly alongside the precis of Dr. E. W. 
Barnes’s Cavendish Lecture (p. 1260). Considered biologically 
Dr. Mackay’s plea would be better ignored, unless she can 
show that there exists an abundant food supply for an 
increasing population. If there is not, then an increase in 
medical services would only substitute one problem for 
another. There is now plenty of evidence of the unfortunate 
results of successful medical work—serious overpopulation 
such as exists in Puerto Rico and in many other countries 
—and the time has come when big public health schemes 
should no longer be allowed independently of other advisory 
services designed to make the people self-supporting in food. 
If the latter is impossible because of the lack of fertile soil, 
then it would be better not to lay on an improved medical 
service. 

Limitation of world population is terribly urgent and no 
other problem comes near to it in importance. To ignore 
it ensures frightful trouble, including wars, not so far in the 
future.—I am, eétc., 


Alderley Edge, Manchester. J. T. Epwarps. 


Anaesthetics in Casualty — 

Sir,—If Dr. J. G. Bourne’s letter (June 9, p. 1330) on 
anaesthesia in casualty departments is to be taken seriously, 
I suggest that he has traced the trend of modern teaching 
in anaesthesia. The guiding principle is an effective method 
which can be quickly learnt. A very blind eye is turned to 
such crimes as total rebreathing without absorption. Did we 
not see enoegh of that in the days of Clover’s inhaler ? 

The administration of more powerful drugs may allow the 
surgeon to work in comfort. But these drugs can smother 
the faults of the anaesthetist, who then fails to see either 
the faults or the toxic results. These faults may not have 
serious effects on a case in casualty, but an anaesthetist who 
condones them in one department will do so in another. 
Sooner or later their presence will turn the balance of life 
against a seriously ill patient undergoing major surgery. A 
death under these circumstances will probably be dismissed 
as inevitable, and so no progress is made at all. Such an 
anaesthetist is slow to realize that those dying while under 
his care would have lived had someone else administered the 
anaesthetic. ‘“ Gases” in casualty are excellent training for 
dental: gases ; these are moré difficult and of considerable 
importance. Are those cases routinely to be anaesthetized 
with cyclopropane in every dental surgery in the country ? 
Surely the need for basic skill continues throughout the 
whole field of anaesthesia ? 

Further indirect consequences resulting from the use of 
more powerful drugs in casualty include loss of time in 
pre-operative medication, which would have serious repercus- 
sions in a busy department. Free use of cyclopropane on a 
semi-open system would increase costs. A greater demand 
would be made on recovery room space, which indeed may 
not exist, and the demand on nursing personnel would also 
be increased. Even in times of serious national financial 
problems, cost must not be allowed to impede progress 
indefinitely. But is it not the duty of each one of us to be 
confident that our financial demands are necessary and 
unavoidable. Time will show whether or not Dr. Bourne's 
suggestions have a permanent place. 

Nitrous oxide stands alone for speed of elimination, that is 
why it should be used on most out-patients. It is a weak 
anaesthetic and unless administered with some skill will 
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produce the picture described by Dr. Bourne. The specialized 
training in anaesthesia should, in my opinion, include the 
skilled use of nitrous oxide. That a different result can 
be obtained is well known ; were it not so the gas would not 
have the wide application that it has after over a century 
of use. Good results are easier if use is made of a machine 
which will deliver gases under pressure. A trichlorethylene 
bottle will help with the very resistant types; these cases 
are few in number and the trichlorethylene should seldom 
be used.—I am, etc., 


Portsmouth. 


Sir,—I read Dr. J. G. Bourne’s letter (June 9, p. 1330) with 
interest, and congratulate him on his results, but beg to differ 
from him in some of his views. He states that anaesthesia 
is usually impossible “ with NzO alone and normal oxygena- 
tion,” but does not say whether he refers to N,O-air or 
NzO-O: anaesthesia ; if the former, I agree with him, but 
if the latter, I would make certain observations. 

Cyclopropane is, in my opinion, not a safe anaesthetic 
agent in the hands of the junior resident staff, to whom 
casualty work is usually relegated, because of its effect 
on the cardiovascular system, and because dangerously deep 
anaesthesia can be rapidly produced, and may go unrecog- 
nized until too late. The anoxia—i.e., mild hypoxia—which 
may accompany N:O-O: anaesthesia is at least frankly 
anoxaemic in type, whereas the excess of oxygen used with 
cyclopropane may blind the inexperienced to the fact that 
the Os-carrying power of the blood is limited, and that, in 
any case, the ability of the nerve-cells to employ oxygen 
is reduced in the anaesthetic state; if a sedative, such as 
hyoscine, is given pre-operatively, this must enhance~the 
anaesthetic effect, and further depress the metabolism of the 
central nervous system. In skilled hands, NxO-O; anaes- 
thesia is adequate and safe for the minor surgery of casualty 
and out-patient departments, and anoxia should certainly 
not play “a large, possibly the greater, part” ; the difficulty 
arises in that skill is not easily acquired. It is unfortunate 


H. B. C. SANDIFORD. 


that the student frequently learns how to give anaesthetics | 


in the operating theatre, but only incidentally in the casualty 
department or dental room ; yet, under modern conditions, 
he is much less likely to be called upon to anaesthetize for 
a major operation than for the removal of a tooth or the 
“opening” of a septic finger. More emphasis should be 
placed on the proper administration of N2zO-O:2 anaesthesia 
in the ambulant patient. As you, Sir, imply (June 9, p. 1314), 
and as Dr. Bourne has shown in practice, this important 
branch of anaesthesia is worthy of more attention.—I am, 
etc., 

Bramcote, Notts. 


Laboratory Facilities in General Practice 


Sm,—Having advocated the provision of laboratory 
and x-ray facilities for general practitioners nearly forty 
years ago without any obvious response from the medical 
profession, I was agreeably surprised to find Dr. C. B. 
Ainscow (June 9, p. 1331) quite independently advocating 
such provision. As he maintains, such facilities could be 
provided at a fraction of the cost of health centres, such 
as are now receiving the support of the Council of the 
B.M.A. 

I was one of the secretaries of the West London Medico- 
Chirurgical Society when Lord Dawson (Sir Bertrand 
Dawson at that time) gave its Cavendish Lecture in which 
he advocated what he called health centres, but I felt and 
continue to feel that the proposed health centres were on 
too grandiose a scale. In such centres the general practi- 
tioner is to see his patients in co-operation with his fellow- 
practitioners, but what kind of co-operation is to be 
expected in this competitive world, and what progress is to 
be expected in general practice without competition ? This 
idea of co-operation may be in line with present egalitarian 
views, but I fear it will not work. Courteous, friendly 
rivalry is likely to produce better results.—I am, etc., 


Kensington. HAROLD H. SANGUINETTI. 


D. D. C. Howat. 





John Brownlee Research Laboratory 


Sir,—Some of your readers will no doubt be interested to 
learn that the new headquarters of the department of infec- 
tious diseases of the University of Glasgow at Ruchill 
Hospital is to be named “The John Brownlee Research 
Laboratory.” The late Dr. John Brownlee was physician 
superintendent of Ruchill Hospital immediately before his 
appointment as principal statistical officer to the Medical 
Research Council. 


I am anxious to get in touch with those who worked with 
him and who had admiration for his work ; for it has seemed 
to me appropriate that there should be placed on the build- 
ing a simple tablet which would permanently commemorate 
one who has made many contributions to the study of 
infectious diseases. Would any such person please write to 
me at Ruchill Hospital, Glasgow, N.W. ?—I am, etc., 


Glasgow. - T. ANDERSON. 


Subarachnoid Haemorrhage in a Child 


Sir,—I read with interest the article by Dr. A. Kahan on 
the subject of spontaneous subarachnoid haemorrhage in 
children (March 17, p. 567). In view of his comment that 
very few cases of this condition have been reported I feel 
that I should pass on a recent experience of my own. 


A young male African child was admitted recently to 
Machakos Hospital, where I was then working. He was 
aged 6 or 7. He was running a slight temperature and was 
slightly drowsy. As the malarial season had started he 
was thought to have cerebral malaria. A day after admis- 
sion he was found to have head retraction, and a lumbar 
puncture was performed to exclude meningitis. The cerebro- 
spinal fluid was stained a uniform pink colour and it was 
realized that he‘had a subarachnoid haemorrhage. Question- 
ing excluded any recent injury. An examination of the 
central nervous systems showed no paralyses. After the 
lumbar puncture his condition improved for a few days, he 
then became delirious. My available literature (Price’s Text- 
book of Medicine) said that repeated lumbar punctures were 
contraindicated, and so he was treated with sedatives only ; 
shortly before I left Machakos his condition began to 
improve and his delirium subsided, and he later made 2a 
complete recovery.—I am, etc., 


Fort Hall, Kenya. E. P. RicBy. 


Bleeding in Acute Leukaemia Treated with Protamine 


Sir,—It has been pointed out that in acute leukaemia 
the haemorrhagic syndrome may be caused not only by 
thrombocytopenia but also by a circulating heparin-like 
anticoagulant." Such alterations are evidenced by the 
prolonged clotting time of the whole blood, by the posi- 
tivity of the screening test (normal plasma mixed with the 
plasma to be examined in various proportions ; progressive 
prolongation of the clotting time in the mixture: see details 
in *), by the protamine titration.’ Blood transfusions are not 
completely effective in counteracting the coagulation defect. 
An attempt has been made with intravenous and intra- 
muscular protamine sulphate (5-10 ml. 1% solution) to 
neutralize the heparin-like anticoagulant.’ Such treatment 
produces a shortening of the clotting time, which persists for 
only a few hours. The injection of larger quantities of prota- 
mine sulphate intravenously has to be made very slowly and 
is not always harmless. The intramuscular use of such 
solutions is considerably painful and it is not advisable to 
repeat their administration very often. An evident advantage 
can be obtained by using concentrated intramuscular prota- 
mine sulphate (200-400 mg. in 1-2 ml.)*, which is effective 
also in the hyperheparinaemias caused by the intramuscular 
administration of heparin’ ; such preparations assure a more 
persistent effect (12-24 hours and more, according to the 
degree of the coagulation defect), and do not need to b- 
repeated at frequent intervals, as the less concentrated 
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protamine sulphate does. If the bleeding tendency of a 
leukaemia shows the pattern outlined above, this treatment 
can be recommended.—I am, etc., 


Department of Internal Medicine, 
The University, Pavia, Italy. 
REFERENCES 
1 Barnard, R. D. (1948). Science, 107, 571. Fi 
2 Baserga, A., and de Nicola, ,P. (1950). Le Malattielemorragiche, Societa 
Editrice Libraria, Milano. 
3 Allen, J. G., et. al. (1949). J. Amer. med. Ass., 139, 1251. | 
4Protamine sulphate has been kindly supplied for clinical trials by the F. 
Hoffmann-La Roche Laboratory, Basle (Switzerland). 
& de Nicola, P. (1951). Ji Farmaco. 6, 51. 


P. DE NICOLA. 


No Inherited Immunity 


Sir,—I feel prompted by the review of the subject by 
Dr. H. J. Parish (May 26, p. 1164) to record an unusual 
instance of varicella in a newly born infant that occurred 
recently in my own practice. The textbooks state that the 
incidence of chicken-pox in children under 1 year old is rare. 
The reason for the absence of inherited immunity in this 
case, however, became immediately apparent. 

A woman aged 24 was delivered of a boy at her home on 
April 10. Two days previously an older daughter (34) had 
developed a mild attack of varicella. There were very few 
vesicles and she did not feel ill; she was not confined to bed. 
On April 23 the baby had a “ sticky eye” and on April 26 both 
mother and baby developed chicken-pox. The mother was hardly 
inconvenienced by this illness, the vesicles being extremely few 
in ‘number, but the baby had a very extensive crop all over the 
body, the face being especially severely affected. There was, 
however, no fever and the child took his breast-feeds satisfac- 
torily, continuing to gain weight. A further unusual feature of 
this interesting case was that the child developed an acute otitis 
media on May 25, in itself an- uncommon complication of 
varicella. 

—I am, etc., 


London, N.W.11. BERNARD HoMa. 


Isolation of Child T.B. Contacts 


Sir,—Your remarks in “Any Questions?” (May 19, 
p. 1153) and Dr. Stephen Hall’s comments (June 2, p. 1263) 
thereon raise some interesting points. Whatever opinions 
may be held as regards the evolution of clinical tuberculosis, 
I imagine there are few experienced workers in the tubercu- 
losis field who would dissent completely from the view 
expressed picturesquely by von Behring that “ phthisis is but 
the last verse of the song, the first verse of which was. sung 
to the infant at its cradle.” 

Yet it cannot be denied that the arrangements in this 
country for the isolation of child contacts from open cases 
of tuberculosis are far from satisfactory. Moreover, the 
recent introduction of B.C.G. vaccination, with the need for 
adequate segregation, has rendered the existing state of affairs 
more acute. Here and there a few authorities have provided 
special accommodation, in a hygienic environment where 
effective segregation can be obtained and the children’s resis- 
tance to disease raised by a regular regime along physio- 
logical (sanatorium) lines, so that they,may become healthy 
and useful members of the community. Is it too much to 
hope that other authorities will do likewise in the near 
future ? “If preventable, why not prevented ? ”—I am, etc., 


Birkenhead. _ Davip W. TouaGu. 


Marriage Guidance Counsellors 


Sir—The Joint Committee on Psychiatry and the Law 
appointed by the British Medical Association and the 
Magistrates Association in its report upon “ The Adolescent 
Delinquent Boy ” (British Medical Journal, June 2, p. 1256) 
“feels that with regard to marriage guidance councils, and 
other lay bodies, there is a real need for a greater measure 
of selection and training of those giving the advice.”. In case 
this comment leads to the erroneous belief that the selection 
and training of marriage guidance counsellors is inadequate, 
I am writing to draw attention to the facts. 


Every applicant who wishes to be considered for recogni- 
tion by the National Marriage Guidance Council as a 
counsellor must conform to the following procedure of 
selection and training: 

Acceptance as satisfactory by the chairman of the local council; 
acceptance of the report of chairman by National Marriage 
Guidance Council; form, completed by candidate, giving. personal 
details and beliefs must be approved by National Marriage 
Guidance Council; selection by a National Selection Board with 
five selectors to a maximum of 16 candidates. The selectors 
consist of the council’s education officer, a psychiatrist or 
psychologist, usually one previously ‘trained in officer selection 
procedure in the Forces, and three experienced counsellors chosen 
from a panel of selectors with up to 15 years’ experience of deal- 
ing with marriage problems. The conference, residential and 
adapted from the War Office Selection Board technique, lasts for 
two days and includes an individual interview of every candidate 
by each of three selectors, leaderless group discussions, and case 
work. Mr. A. H. B. Ingleby, the council’s education officer, has 
kindly supplied me with the results of selection conferences held 
during the past two years. Of 379 candidates, 113 (29.8%) have 
been rejected. These figures do not suggest that the boards are 
lenient in passing candidates ; attendance at 48 lectures and discus- 
sions, given by university staff, consultants in legal and medical 
spheres, and by other authorities. The subjects comprise 
sociology, psychology (family relationships), ethics, law, anatomy 
and physiology, education for family life, and interviewing 
technique; writing papers on these subjects; satisfactory assess- 
ment by experienced full-time member of headquarters staff after 
a probation period of at least one year. é‘ 


These seven stages must be passed by the candidate before 
he can be accepted by the National Marriage Guidance 
Council as a marriage guidance counsellor. The council 


considers candidates of all Tteligious denominations through- ' 


out this country with the exception of those of the Roman 
Catholic faith, who are dealt with by the Catholic Marriage 
Advisory Council. The whole of the selection and training 
is voluntary and the candidates consist for the most part of 
ministers of religion, doctors, housewives, solicitors, and 
business men. The methods of selection and training used 
by the National Marriage Guidance Council are approved 


and financed by the Marriage Guidance Training Board set 


up by the Home Secretary.—I am, etc., 
Bristol. _ G. DE M. RuDoLr. 


In Praise of Breast Milk 


Sir,—Save in those ultsa-scientific circles that would 
arrogate the superiority of art over nature, there will 
surely be universal sympathy with Dr. Kathleen Vaughan’s 
advocacy and eulogy of breast-feeding (June 9, p. 1333). 
Fresh human milk may with confidence be credited with 
capacity to confer a foundation of good health and fine 
physique, especially with resistance to infections and with 
psychological advantages more elusive perhaps but not the 
less admissible. 

I am not so sure, however, about the influence Dr. 
Kathleen Vaughan advances regarding athletic endow- 
ments. It is possible that an extensive investigation would 
support her expectation that outstanding athletes, boxers, 
runners, and footballers would be found td have been fed 
on human living milk, and with such a revelation nobody 
could be more pleased than I; but if contradictory or even 
adverse decision resulted, I should not be surprised. So 
far as my own inquiries have extended, no definite conclusion 
has been forthcoming. Admittedly the evidence has been 
unsatisfactory—comparatively few can provide reliable state- 
ments of the events and episodes of some 20 years back. 
I am at any rate certain of one notable example. An out- 
standing athlete, in some respects the most outstanding in 
this country in the last half-century, was the premature 
seventh child of a delicate sickly mother aged 40. Inevit- 
ably artificially fed, his first two years of life were extremely 
precarious, indeed his survival was regarded as miraculous: 
Athleticism is a special condition: it is of course not incom- 
patible with good health and a fine physique, but these 
desirable possessions are not necessary accompaniments. In 
the attempt at identification, physical and physiological 
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investigations teach us something, and Dr. Kathleen 
* Vaughan’s application to facial. configuration may be 
contributory ; but on the whole we have to fall back on 
the presumption of inborn characteristics, to some of which 
Dr. R. W. Parnell refers in his excellent article in the same 
issue (p. 1292).—I am, etc., 
London, W.1. ADOLPHE ABRAHAMS. 
Sim,—As a Cambridge supporter I am relieved to discover 
that even if Oxford were td change to “ swivels ” they would 
still be no nearer winning the boat-race. I had not previ- 
ously realized how prevalent is bottle-feeding among Oxford 
rowing families.—I am, etc., 
Middlesex Hospital Medical School. 


POINTS FROM LETTERS 


Hormones in Stress 


Dr. Bernarp GoLpsTtonE (East London, South Africa) writes: 
In their article (March 31, p. 670) Mr. M. Parkes and Dr. Fred 
Wrigley describe how they reproduced Selye’s topical irritation 
arthritis in rats. Unlike Selye, however, they failed to relieve 
the arthritis with A.C.T.H. or cortisone. . ... I have never, been 
able to accept Selye’s views. I have the greatest admiration for 
his epoch-making researches, but I must point out certain features 
of his experiments which seem to speak against his.own theories. 
Two rats were each injected locally with U.S.P. mustard powder 
(Selye, Stress, Montreal, 1950, p. 389). Rat D had been previously 
adrenalectomized ; rat E had intact adrenals. As a result rat E 
suffered less violent periarticular swelling than rat D, and Selye 
ascribes this to the power of secreting its own natural A.C.T.H. 
and therefore cortisone. Selye infers that (within the time limits 
of his experiment) the intact adrenal cortex responds to the 
alarm reaction by secreting more glucocorticoid than mineralo- 
corticoid. At this point his theory of arthritis should be recalled. 
As a result of local irritation in the neighbourhood of the joint the 
general adaptation syndrome acts via the adrenal cortex to pro- 
duce an abnormal quantity of mineralocorticoid in relation to the 
amount of glucocorticoid produced. This “ inverted ” corticoid 
ratio is then said to act on the peripheral target—the joint— 
because the latter has been conditioned to it by the local action of 
the original irritant. We may well ask why a G.A\S. in the 
normal rat should’ produce a rise in the glucocorticoid /mineralo- 
corticoid ratio, whereas a G.A.S. in a potentially rheumatoid 
arthritic person should cause a fall in the ratio ? Moreover, both 
Selye and Hench are in agreement that any fresh stimulus is likely 
to alleviate the course of rheumatoid arthritis ; they believe it does 
so by increasing the relative amount of glucocorticoid produced. 
In order to rescue his theories from this impasse Selye is driven 
to the assumption that after a time the G.A.S. resulting from a 
particular stimulus may result in an inverted corticoid ratio, 
whereas a fresh stimulus. gives a normal ratio. This is a bold 
attempt to stretch the older hypothesis to cover the newer facts, 
but actually for both versions of the hypothesis there is 
surprisingly little direct evidence. In the experimental animal 
we cannot deliberately influence the corticoid ratio by separately 
eliminating the actual source of one of these hormones, since 
both “have the same source—the adrenal cortex. Nor do we 
yet possess the chemical refinement to estimate this ratio in the 
living body. The theory rested entirely upon the results of 
treated artificially induced arthritis; Selye claimed that cortisone 
improved the joint and that D.C.A. made it worse. This was the 
sole basis for Selye’s startling theories; and now Parkes and 
Wrigley deny that basis... . 


H. J. RAYNER. 


Antihistamines and Hay Fever 


Mr. C. F. A. Cummins (Cambridge) writes: Antihistamines in 
various varieties are still widely advertised for the alleviation of 
hay fever. It would seem that my experience a year ago with one 
of these drugs, promethazine hydrochloride, is worth record- 
ing as the consequences might have been very serious. I took 
the drug in the suggested dosage late at night before retiring. In 
the morning I was operating in the theatre and noticed nothing 
untoward. After lunch I went home and while changing into 
some other clothes found that I was unable to remember how to 
tie my tie. I tried for nearly half an hour and each attempt be- 
gan with a “ half hitch” and then petered out. I finally took a 
sedative on other advice, and after a few hours’ sleep was able 
to remember the sequence; The makers warn that a slight degree 
of disorientation may occur, but it is as well to bear in mind the 
possible results of prescribing this substance to people whose 
. work depends on manual co-ordination. 


Obituary 








IVOR BACK, M.B., F.R.C.S. 


Mr. Ivor Back, consulting surgeon to St..George’s Hos- 
pital and president of the Medical Defence Union, died 
in London on June 13, aged 71. Though his friends 
had noticed for several months that he was not looking 
well, he had punctually discharged his many activities 
right up to his death. 

Ivor Back was the son of the late Mr. F. F. Back, 
and through one of his grandmothers was a descendant 
of Arthur Wellesley, the first Duke of Wellington. He 
was educated at Marlborough and at Trinity Hall, Cam- 
bridge, of which he was a classical scholar. At the 
University he made a con- 
siderable reputation not 
only as a,student but as an 
oarsman and a_ boxer. 
Thence he gained in 1902 
an entrance scholarship to 
the medical school of St. 
George’s Hospital, where, 
after qualifying, he held 
all the resident posts in 
succession. In 1906 he 
wonthe Allingham 
scholarship in surgery and 
a year later he became 
F.R.C.S. and M.B.Cantab. 
At one time he contem- 
plated _ specializing _—in 
gynaecology, but put this 
aside in favour of general 
surgery : after holding the 
post of surgical registrar he was elected assistant sur- 
geon at St. George’s and in due course: became full 
surgeon, lecturer, and, finally, consulting surgeon. In 
1911 he was chosen as one of the first A.K. (Albert 
Kahn) Travelling Fellows, and spent a year in a tour all 
round the globe. Not only did he visit surgical centres 
in many countries, including naturally the Mayo Clinic 
at Rochester, U.S.A., but he enlarged his horizon by 
seeing picture galleries, architectural masterpieces, and 
other items of a truly liberal education. The fruit of 
this journey was a book, printed for private circulation 
only, which he called Round the World and Back—and 
a most entertaining product it is. In the 1914-18 war 
he served in the R.A.M.C. 

At St. George’s, where he soon made an outstanding 
reputation both as surgeon and as teacher, he modelled 
his operating technique, as he frankly stated, on that of 
the late Sir Crisp English, and his teaching methods on 
those of the late Marmaduke Sheild. But he was too 
original to be merely an imitator, and everything he 
undertook was stamped with his own personality. After 
appointment as surgeon to the Grosvenor Hospital for 
Women he took up proctological work there, in which , 
he became especially interested : he was one of the first 
to appreciate and adopt Ernest Miles’s abdomino- 
perineal technique for cancer of the rectum. He was 
particularly proud of the result of this operation in one 
case, that of a young woman sufferer who was able to 
resume her occupation of ballet dancer. At his own 
university he was examiner in surgery for several years ; 
this function he carried out supremely well. 
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Back was a connoisseur of all the fine arts and of 
litefature, and among other things was a highly suc- 
cessful spare-time journalist. He was also a first-rate 
after-dinner speaker, to which he brought the resources 
of an unusually well-stored mind. Another facet of his 
character was his faculty for committee chairmanship : 
he had the art of being able to control debate and dis- 
courage idle discursiveness without giving offence or 
appearing in any way ‘to dragoon those with lesser 
ability for keeping to the point. Two years ago he was 
elected president of the Medical Defence Union, where 
this attribute, largely innate but also developed by long 
experience, found full play. To this work: he devoted 
all his great gifts, to the advantage of the council and 
the members of that important body : he was unwearied 
in attendance at committee meetings and was in constarit 
touch with the secretariat over innumerable cases—in 
fact was actively in control of the Union’s affairs right 
up to his death. For a great many years he had been 
one of the best-known members—and ex-chairman— 
of the Savile Club ; he was essentially a “ good mixer ” 
and everyone there knew him as “Ivor.” Sir William 
Orpen, another Savilean, painted a fine portrait of him 
entitled “‘ The Surgeon,” depicting Back in a white sur- 
gical overall and rubber gloves—quite one of the artist’s 
outstanding successes. 

Back contributed to Choyce’s System of Surgery, and 
was the author of occasional papers on surgical sub- 
jects, but he led too busy and varied a life to devote 
himself to authorship of textbooks. He was the ideal 
expert witness in the law courts ; completely imperturb- 
able, he more than once turned the tables on counsel 
who were unwise enough to try to rattle him. He was 
an ardent criminologist ; whenever he could, he attended 
at causes célébres, and he was a keen Sherlock Holmes 
devotee ; he married Miss Barbara Nash, who survives 
him with their only son, Mr. Patrick Back, a member 
of the Bar. 


A former colleague writes: Ivor Back came to 
St. George’s from Cambridge with a great reputation 
as a teacher and as an anatomist, and upheld this reputa- 
tion throughout his career. He was elected to the staff 
of St. George’s in 1910 on the retirement, owing to ill 
health, of the late Lawrence Jones. Though strictly a 
general surgeon of the old school, he always had a lean- 
ing towards proctology and achieved considerable repu- 
tation in this specialty. Back had many interests 
outside surgery—a keen golfer, an enthusiastic fly- 
fisherman, and an excellent raconteur, he was always 
welcomed as an after-dinner speaker: he was in addi- 
tion an ardent Mason and reached high rank in the 
craft. A man of great culture and an ideal companion, 
he will be missed by many. 


JOHN CHISHOLM, F.R.C.S.Ed., F.R.C.O.G. 


Mr. John Chisholm, emeritus professor of obstetrics and 
gynaecology in the University of Sheffield, died in the 
Sheffield Royal Hospital on June 12 in his 69th year. 
His death was sudden, though he had had a serious 
Operation about a year ago. 

Chisholm was born in Inverness and was educated at 
the Inverness Royal Academy and the University of 
Edinburgh. He was proud of his Scottish ancestry and 
was indeed the head of his family; it was only the 
peculiar law of succession in a first baronetcy which pre- 
vented him succeeding his uncle, Sir Joseph Chisholm, 
Bart. He graduated M.B., Ch.B. in 1905, and after 


holding a number of resident house appointments in 
Manchester, Cardiff, and Prestwich -he went into prac- 
tice for a year or two in South Wales. Having decided 
to make obstetrics and gynaecology his career, he then 
spent some years in house appointments in this specialty 
in Sheffield and Manchester. Just before taking up the 
post of registrar at St. Mary’s Hospital, ay nage he 
went on a voyage to the Far East and had the misfor- 
tune to be wrecked on the Island of Ras-el-gareb off the 
coast of Arabia. The first world war had broken out 
by the time he returned to England, and he immediately 
joined the R.A.M.C., serving’ to the end of the war in 
England and France. In 1920 he became F.R.C.S. Edin- 
burgh, and was elected an honorary assistant surgeon 
to the Jessop. Hospital for Women, Sheffield, where he 
had previously been a registrar. In 1935 Chisholm 
succeeded Miles Phillips as senior surgeon to the hos- 
pital and also as professor of obstetrics and gynaecology 
at the University of Sheffield. In the same year he was 
elected a Fellow of the Royal College of Obstetricians 
and Gynaecologists, of which he had been a foundation 
member. He retired from the chair last November and 
from the hospital last March. 

Professor Chisholm was never a contributor to the 
medical press, though he was very widely read and had 
the gift of being able to express himself in a clear, con- 
cise, and rhythmical style when he was called on to 
write reports: his presidential addresses to the North 
of England Obstetrical Society and the Sheffield Medico- 
Chirurgical Society were models of literary, skill and 
will be long remembered. He was an examiner to the 
Central Midwives Board, Liverpool University, and the 
Royal College of Obstetricians and Gynaecologists. 


J. E. S. writes: Chisholm was not an easy man to 
know, but those who worked with him and got to know 
him well valued his friendship, loyalty, and kindness of 
heart. He never spoke ill of any man, and he was always 
revered and beloved by his colleagues as an honourable 
gentleman. His human sympathy bound him to his 
patients by that characteristic of the true physician 
which makes the individual more important than the 
disease. He could well have been the speaker of 
Terence’s: Homo sum; humani nihil a me alienum 
puto. He was devoid of malice, incapable of sustaining 
a quarrel, and weighed his words too carefully ever to 
regret on the morrow what he said to-day. He has 
gone to join “ the choir invisible of those immortal dead 
who live again in minds made better by their presence.” 
Apart from his absorbing passion for his work, 
Chisholm was happiest of all with his family of five 
daughters. They were to him all-sufficient, an@ the 
sunshine in his life departed when they were separated 
during the last war. To his devoted wife, as well as to 
his daughters—one now a qualified doctor and another 
a trained nurse—the sympathy of all is extended in the 
loss of a devoted husband and father, who has now gone 
to join a sixth daughter, whose death some years ago 
was the deepest sorrow of his life. 





Lieutenant-Colonel J. B. DatzeELt Hunter died after a 
short illness at the Royal Masonic Hospital on May 7 at 
the age of 72. John Brown Dalzell Hunter graduated M.B., 
Ch.B. at Glasgow University in 1902, and took his F.R.C.S. 
at Edinburgh in 1914. Entering the Indian Medical Service 
shortly after he qualified, he was seconded to the Foreign 
and Political Department. After serving at Katmandu, 
Nepal, his duties took him to Persia, where he remained 
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for many years, gaining an intimate knowledge of. the 
country and its people. He was in Eastern Persia in 1908 
when oil was first discovered in Masjid-i-Sulaiman. Later 
he served in the South Persian Rifles during the 1914-18 
war, and was awarded the O.B.E. In 1926, after 25 years 
of duty abroad, he retired from the Indian Medical Service 
and joined the head office staff of the Anglo-Iranian Oil 
Company in London. There he became known to the 
majority of the staff, for most of those who served both 
at home and overseas passed through his department. His 
wide knowledge of human nature and of world affairs fitted 
him well for the post he held as the company’s chief medi- 
cal representative. His was a personality which commanded 
confidence and respect. Through the years of stress and 
turmoil between the wars and during the late war he main- 
tained in all matters, both professionally and administra- 
tively, as well as in personal problems, a firm moderation 
in outlook, action, and advice. His stirling character 
endeared him to the many who were privileged to know 
and work with him. On his retirement in 1948 the com- 
pany and its staff lost a good friend and wise counsellor. 


In 1915 he married Marjorie, daughter of the late Lord 


Greenway ; she and one daughter survive him.—S. D. M. 


Dr. F. W. P. SuLLIVAN, who was in practice near 
Pontefract for over 30 years, died at South Kirkby on 
May 23. Fleetwood William Porter Sullivan was born in 
County Cork in 1895, and was educated at Galway and 
Sligo Grammar Schools, and Trinity College, Dublin. 
Graduating M.B., Ch.B. in 1917, he joined the R.A.M.C. 
immediately afterwards, and remained a keen supporter and 
official of the British Legion ever afterwards. In 1920, after 
he had proceeded M.D., he settled in practice in South 
Kirkby with his cousin, the late Dr. E. I. H. Sullivan. There 
he became a trusted member of the community, and for two 
years during the last war he was chairman of the Wake- 
field Division of the B.M.A. A keen supporter of the 
St, John Ambulance Brigade, he was first an enthusiastic 
divisional surgeon and later county surgeon. In 1944 he 
was appointed an officer of the Order of St. John. During 
the second world war he was grievously overworked, for 
he undertook multitudinous civil defence commitments, 
acting as medical officer to and commandant of the local 
Home Guard, and he ran, often single-handed, a practice 
which in peacetime required three doctots. For the last 
three and a half years of his life, after a serious lung opera- 
tion, he lived in discomfort and pain, yet he went his way 
with cheerful fortitude, and, although the death of his wife 
18 months ago struck him a further cruel blow, his quiet 
courage endured to the end. Although he had lived in 
England the main part of his life, he always remained an 
Irishman, delighting all with his Irish charm, his dry wit, 
and his rich Irish brogue. Sullivan was a true Irishman, 
a dearly loved general practitioner, and a most loyal friend. 

P 


Dr. Georce Hatz-Davis died suddenly on May 31 at 
Keston, Kent, aged 56. He studied medicine at Dublin, 
being awarded the Purser Memorial Medal in his final year. 
After graduating in 1920 he became senior house-surgeon 
at the David Lewis Northern Hospital, Liverpool. During 
the first world war he served at a combatant with the 
Munster Fusiliers in France and Gallipoli, attaining the 
rank of captain, and in the last war he was in the R.A.M.C., 
serving with the Eighth Army in North Africa and being 
mentioned in dispatches. After practising for 25 years in 
Bolton, he had been engaged since 1945 in a busy practice 
at West Wickham and Kesten. He was a man of lovable 
personality and of the highest integrity, being held in high 
regard by his colleagues for his clinical acumen, wise 
counsel, and unfailing good humour. He loved his profes- 
sion and no one asked his help in vain. He was a man 
full of humanity, whom it was an honour to have known. 
His widow can be assured of the sincere sympathy of his 
many friends in her irreparable loss.—J. F. H. 


Dr. F. C. Younc died at his home in Twyford, Berks, on 
May 31,:having: been in general practice there for 50 years, 
Frederic Charles Young studied medicine at Cambridge (St. 
John’s College) and Guy’s Hospital, London, where, after 
graduating M.B., B.Ch. in 1892, he was house-physician to 
the late Dr. Pye-Smith and the late Dr. Newton Pitt and 
house-surgeon to the late Mr. C. Higgins. Later he travelled 
widely in India and the Far East, studying and writing 
about the then little-known disease beriberi. On returning 
to England he became medical officer to the South-western 
Fever Hospital, London, and in 1897 he settled in general 
practice at Twyford. He held several public appointments 
in the district, including that of anaesthetist to the Royal 
Berkshire eer Reading, and surgeon to the St. John 
Ambulance Brigade. He was vice-chairman of the Reading 
Division of the British Medical Association in 1929. His 
chief recreations were golf and hunting, and he was a keen 
follower of the Garth hounds for 35 years. Dr. Young 
was much beloved by his patients and friends, for he was 
of a most kind and generous disposition, and no one appealed 
to him in vain. Most happily married, he and his wife 
celebrated their golden wedding in 1949. His many friends 
will miss him sadly, and much sympathy is extended to his 
widow and daughter.—J. E. S. 


Sir JoHN VIGERS WoRTHINGTON, Parliamentary Private 
Secretary to the Prime Minister from 1931 to 1935, died 
at his home in Lyine Regis on June 16, aged 79. He was 
born in Lowestoft and went to school at Haileybury. From 
there he went on to the London Hospital and qualified in 
1895. After holding a number of resident appointments at 
the London Hospital, he became assistant demonstrator of 
anatomy in the medical school. At this time he was also 
surgeon to the Mission to Deep Sea Fishermen. After work- 
ing for six years as a doctor he decided to give up medicine, 
and in 1901 he joined the staff of the Dunlop Rubber Com- 
pany. Dissatisfied with the policy of the second Labour 
Government, he successfully stood for Parliament in 1931 
as National Labour candidate for the Forest of Dean 
division of Gloucestershire. During the next four years 
he was Parliamentary Private Secretary to Mr. Ramsay 
MacDonald, and was made a knight in 1935 at the dissolu- 
tion of Parliament. 


Dr. C. J. Doherty writes from Haileybury, Ontario: His 
many friends in Britain will mourn the loss of Dr. BARNEY 
BERNSTEIN, who died suddenly at his home in Cochrane, 
Ontario, last March. Dr. Bernstein served in the Royal 
Canadian Army Medical Corps in the second world war, 
and was attached to the R.A.M.C. when I had the pleasure 
of knowing him. He served in India, Burma, and Malaya, 
and was mentioned in dispatches for conspicuous bravery 
in Burma. Later he served with me in the hospital ship 
Karapara. He was an excellent doctor, a staunch friend, 
and a fine officer beloved by patients and colleagues. After 
the war he returned to his practice in Cochrane, where he 
remained until his untimely death. I know there are many 
of his late comrades in arms who will readily join me in 
extending to his bereaved family our sincere sympathy. 





Medical Notes in Parliament 








Malaria Control in Cyprus 


The Reverend R. W. Sorenson asked the Secretary of 
State for the Colonies, on June 13, whether the stocks of 
D.D.T. in Cyprus were adequate and how the malaria control 
schemes were progressing. Mr. JaMes GRIFFITHS replied’ 
that he had no information on the present stocks, but that 
he had no reason to suppose that they "were inadequate. 
The anopheles eradication scheme was successfully 


completed in January, 1950. 
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Medical Certificates for Cremation 


Mr. S. Storey asked, on June 14, whether the certificate 
of the medical attendant and the confirmatory medical certi- 
cate required under the Cremation Act, 1902, were provided 
free of cost under the National Health Service. Mr. H. 
MARQUAND explained that these certificates were not pro- 
vided free under the National Health Service except for the 
first certificate when a patient died in hospital. The fee, 
a matter for private arrangement, was usually about £2 for 
the first certificate and £1 for the second. 


Terramycin Imports 


In a written answer to a question from Sir T. Moore on 
June 14 Mr. H. MARQUAND stated that arrangements were 
under consideration to obtain the manufacture of terra- 
mycin in the United Kingdom. He added that the Medical 
Research Council was carrying out extensive clinical trials 
with material supplied by American manufacturers for com- 
parison with other drugs of a similar nature already avail- 
able here. Mr. Marquand furthef stated that all available 
supplies of cortisone were already being imported for dis- 
tribution to hospitals and for research in this country. | 


Vaccination of Visitors—No proposals for the imposition of 
a vaccination requirement on entrants to Great Britain are under 
consideration. 

Phenol.—Exports of phenol have been stopped, except for 
small quantities required by hospitals abroad. 

Welsh Mental Hospitals—There are 19 mental hospitals not 
associated with medical schools in Wales. In these there are 
approximately 1,260 patients aged 65-74 and 520 aged 75 and 
upwards. There are 15 mental deficiency institutions accommo- 
dating 1,528 patients. 

Cancer Deaths—The number of cancer deaths recorded in 
1900 was 26,721 and in 1950 was 85,272. The total number of 
cancer deaths recorded in the 50 years 1901 to 1950 was 2,621,253. 

Hearing-aids—The number of distribution centres is being 
increased as resources allow. 


Medico-Legal 











ANOTHER MISTAKEN CYLINDER 
{From Our MEDICO-LEGAL CORRESPONDENT] 


On March 12 Nurse Paisley, a State-certified midwife, 
delivered Mrs. Alice Machell of a baby boy at her home. 
The confinement was normal. On March 14 the baby was 
not well, and Nurse Paisley called in the family doctor, 
Dr. Hepworth, who found him to be suffering from tachy- 
cardia. On March 15 the baby was worse, and Dr. Hep- 
worth advised that nikethamide and oxygen be given. Nurse 
Paisley. therefore telephoned the Christiana Maternity Hospi- 
tal at Southport and asked the night sister, Sister Mawdsley, 
to send a cylinder of oxygen as soon as possible to the 
Machells’ home. Sister Mawdsley telephoned the South- 
port General Infirmary and asked the junior night sister, 
Sister Dixon, to send over an oxygen cylinder with a gauge. 
Sister Dixon asked the night theatre nurse, Nurse Dodds, 
for a cylinder of oxygen with a gauge. Nurse Dodds did 
not appreciate what it was wanted for. She went into the 
anaesthetic-room, where there were, as she knew, cylinders 
containing oxygen, cylinders containing oxygen and carbon 
dioxide mixed, and cylinders containing carbon dioxide 
alone, and selected a cylinder with a gauge attached. She 
did not know what gas was in the cylinder, and gave it to 
Sister Dixon. 

Sister Dixon observed that the cylinder had a gauge on 
it, but failed to observe its colour. She wheeled the trolley 
into the dimly lit corridor and handed it over to the night 
porter, Mr. Pitman, who, knowing that what was wanted 
was a cylinder of oxygen, took it for granted that that was 
what he got. He did not check its colour. He took it to 


the Maternity Hospital and there he handed it over to Sister 
Mawdsley and to Nurse Roberts. Both Sister Mawdsley 
and Nurse Roberts, having asked for oxygen, took it for 
granted that it was an oxygen cylinder. Neither noticed 
what the colour was. Nurse Roberts took the cylinder and 


‘a perspex_cradle by ambulance to the Machells’ home. 


Nurse Paisley, like, Sister Mawdsley and Nurse Roberts, 
took it for granted that the cylinder contained oxygen. The 
light was not strong and she also did not notice what the 
colour was. 

From 3 a.m. to 6.15 a.m. Nurse Paisley administered gas 
slowly from the cylinder. By 6.15 a.m. the baby was much 
worse, and was admitted to hospital. 

The cylinder was unloaded from the ambulance and 
wheeled into the labour ward. ‘ As Staff Nurse Eglin was 
about to connect it to the cradle Nurse Roberts said some- 
thing about a gauge. Staff Nurse Eglin therefore looked at 
the cylinder and saw at once that it was a 7-lb. cylinder of 
carbon dioxide, painted green. 

An oxygen cylinder was immediately substituted, but the 
baby, when examined at 8.35 a.m., was dead. 

At necropsy, which was carried out the same day, 
Mr. F. S. Mooney, pathologist, found that the whole 
body was an intense dark blue. There was no post- 
mortem rigidity, and the body was flaccid. All the internal 
organs were dark in colour and very congested. There was 
no evidence of atelectasis in the lungs, but numerous 
haemorrhages were present, more in the right lung than in 
the left. The heart was normal in size apart from some 
dilatation of the right auricle and ventricle. There was a 
patent foramen ovale, but it was not outside the physio- 
logical limits for a child of that age. A narrow patent 
ductus arteriosus was discovered. In Mr. Mooney’s opinion 
death was due to carbon dioxide poisoning, accelerated by 
congenital heart disease and shock. 

Such was the story told at an inquest held recently. It 
affords yet another illustration of the ease with which gas 
cylinders can be and too often are confused, in spite of 
their distinctive colouring. The six people who handled 
this cylinder all knew that oxygen cylinders are black with 
a white band at the top; that Oz + COs cylinders are black 
with a green and white band at the top; and that COs: 
cylinders are green with a broad band round the base. 
Moreover, the Pinson valve is fitted vertically to O2 and 
Oz + COz cylinders, and a Pinson valve of a different type 
which is not interchangeable is fitted to COs cylinders 
horizontally. Yet of these six people no fewer than five 
failed to recognize this green cylinder with a horizontal 
Pinson valve for what it was. 





The Services 








Major-General J. C. A. Dowse, C.B., C.B.E., M.C., late 
R.A.M.C., has been appointed Colonel Commandant, R.A.M.C., 
in succession to Major-General O. W. McSheehy, C.B., D.S.O., 
O.B.E., resigned. 

Surgeon Captain E. S. McPhail, V.R.D., R.N.Z.N., has been 
appointed an Honorary Surgeon to the King. 

A Supplement to the London Gazette has announced the 
following awards: 

Three Clasps to .the Territorial Efficiency Decoration— 
Lieutenant-Colonel M. L. Sutcliffe, T.D., R.A.M.C., retired. 

Two Clasps to the Territorial Efficiency Decoration.—Major 
(Acting Colonel) F. Heywood-Jones, O-B.E., T.D., Major 
(Honorary Lieutenant-Colonel) D. N. Nicholson, T.D., and 
Major T. C. Ayres, T.D., R.A.M.C. 

First Clasp to the Territorial Efficiency Decoration —Major 
H. B. Lee, T.D., R.A.M.C. 

Territorial Efficiency Decoration and First Clasp.—Lieutenant- 
Colonels W. A. Law, O.B.E., and M. J. Lindsey, M.C., and 
Major J. H. Whittles, R.A.M.C. 

Territorial Efficiency Decoration—Honorary Lieutenant- 
Colonel W. Patrick and Honorary Major B. Portnoy, R.A.M.C., 
retired ; Major (Honorary Lieutenant-Colonel) J..C. Lindsay and 
Captain (Honorary Major) E. L. Brittain, R.A.M.C. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the British Isles for the week endin gz June 2 (No. 22). 
Figures of notified cases are for: (a) and Wales (London included). (6) London (administrative county). (c) Scotland. (d) Northern Ireland. 
e) Eire. F of births and deaths and of deaths recorded under each are for: (a) The 126 great towns in England and Wales (London included). 
) London (administrative county). (c) The 16 principal towns in Scotland. (d) The 10 principal towns in Northern Ireland. (e) The 13 principal towns 
in Eire. A dash — denotes no cases; a blank —< denotes disease not notifiable or no return available. 
The table is based on information suppled by the Registrars-General of England and Wales, Scotland, Northern Ireland, and Eire, the-Ministry of 
d, and the Department of Health of Eire. 




























































































































































































Health and Local Government of Northern 
1951 1950 1942-50 England & Wales 
Di Week Ending June 2 Corresponding Week Corresponding Week 
@ |®|0O}@M!|]O] @ | ©! © | @] © | Highest | Median | Lowest 
Diphtheria af os - 47 56 612) — 2 45 3} 21 4 3 628 304 45 
Deaths gla ne rH a —;|/—| —|; —| — ee ee eee ta eee 
Dysentery .. oa ‘a be 753} 138} 180 4 1} 454) 25) 134 1} — 458 125 46 
Deaths rss Ks ow Se — im < 
Encephalitis, acute 4.—/;—/]; — 1 6 2 — |: — k 6 2 ask 
Deaths hie — _ -- _— 
Erysipelas ms a4 2i| 5] (12 
Food-poisoning 82 9 — 117} 10 — 
Infective enteritis or diarrho¢a under 13} 24 17 
2 years .. ais ae ss 
Deaths oa ~~ a Pe 9 4 — 1 11 4 1 3 
Measles * es a ~ -. | 15,630) 540) 500) 231) 203] 10,075} 478} 980} 172) 250) 12,314] 9,773 2,758 
Deaths a 1; — 1 oo 4 — 1 
Meningococcal infection .. ja 37 2} 24 2 1 36  @ | — 122 54 27 
Deaths ex - da a — 2 a ae 
Ophthalmia neonatorum... - ee ae fe a ie 111} 64 28 
Pneumonia, influenzal ..° ../| 500} 23} 2 7 ca ae ee oe 512 458 
Deaths (from influenza)t ae 8 7—}| —| + 7 —| —}| — 1 
Pneumonia, primary ms rh 161 180 
Deaths sae at re ra 128 1] 6 142 18 3 
Bie os acute .. a oie e p 
ORs eae Ea | 2} |} h 37] \ 3} \ 3}\ 3} } 3} 37 | 10 |} 2 
Deaths§ .. es - a + — =e 
Puerperal fever re “a bis 1 — 7 
Puerperal pyrexial| .. es a 77 9 6 4) -: 63 7 18 —| — 195 130 63 
Scarlet fever .. sy. b -- | 1,043) 91) 146; 31) 50) 1,158} 88) 151] 54) 72] 1,926 1,233 886 
Deaths mae oa - ¥ —;|;—{|/—| — —_ ne ke : 
Smallpox i ~ as ‘2 —j|—-| —| — _ om 5 om oon 
Deaths # ae ra ad _ ae 
(1) Tuberculosis, respiratory , aie 174, 43 169} 44 
(2) Tuberculosis, non-respiratory .. 29 6 40 7 
(1) Deaths .. is “4 } 143] { 19, 20 5 13} 162|{ 75 33 7 8 
(2) Deaths 3; — 3 2 7 — 6 
Typhoid fever $< én os 20 1} — 4 1 3} — 3 2 6 
Deaths]. ai - a —}—} —] — — —}—}] — 
\ 16 8 3 
Paratyphoid fever ..° .. “o 4 —/;3@B) — 5 —} —]| — 
Whooping-cough Si | 3,218} 178) 363) 94) 59 2,613) 139} 335} 47) 75) 3,207} 2,163 982 
Deaths - we ad eu 44 —i —;|; —/! — 5 1 1} — 1 
Deaths (0-1 year) .. tp «A 211) 29 26 11) 18] 225} 26) 31 6 615 395 321 225 
Deaths (excluding stillbirths) .. | 4,457) 726 532) 115) 175} 4,357) 623) 627) 94) 169] 4,505| 4,336 | ° 3,946 
Annual death rate (per 1,000 | 
persons living) .. ‘- 6a 10.7 12.6 
Live births ... + as .. | 7,360) 1,218) 955, 219) 380) 6,781/1,159} 931) 244) 443] 8,561 7,043 5,847 
Annual rate per 1,000 persons living 19.3 18.7 
Stillbirths .. eae Male ala 190} 35) 21 162} 15) 29 273 229 162 
Rate per 1,000 total births (includ- 
ing stillborn) .. - me 22 30 , 
returns are approximate. t Includes primary form for England and Wales, London, and N. Ireland. § The number 


* Measles not notifiable in Scotland and n 
itis and polio-encephalitis for England and Wales, and London (administrative county), are combined. || Includes puerperal 


of deaths from poliom 
fever for England and Wales and for Eire. { Deaths from paratyphoid fever are combined with those from typhoid fever. 
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Poliomyelitis 


Poliomyelitis - notifications in the week ending June 7 
were as follows: paralytic 32 (16); non-paralytic 20 (12); 
total 52 (28). This is an increase of 24 compared with 
the previous week, for which the figures are in parentheses. 

The Table below compares the current year with the 
four. previous years in respect of notifications in weeks 
1-13 and weeks 14-23 in the years 1947-50: 





























Weeks 1-13 | Weeks 14-23 
Year bs Percentage Percenta; Remarks 
Actual of Total Actual of To 
for Year for Year 
1947 | 9,335 | 125 1-3 126 1-35 | Epidemic 
a year 
1948 | 2,239 418 18-7 181 8-08 Post- 
epidemic 
year 
1949 | 6,960 | 248 3-6 135 1:94 | Epidemic 
| year 
1950 | 8,766 512 5-8 328 3-74 Post- _ 
epidemic 
and 
epidemic 
year 
1951 ? 339 ? 252 ? ? 
= 




















Death Rates from Cancer 


In England and Wales in 1950 the provisional death 
rates per million from cancer excluding Hodgkin’s disease, 
leukaemia, and aleukaemia were: males, 1,992; females, 
1,792; persons, 1,889. If deaths from Hodgkin’s disease, 
leukaemia,. and aleukaemia are included, the death rates 
per million were: males, 2,058; females, 1,840; persons, 
1,946. In 1949 the death rates from cancer excluding 
Hodgkin’s disease, leukaemia, and aleukaemia were: males, 
2,028 ; females, 1,819; persons, 1,919. In 1939 they were: 
males, 1,678; females, 1,692; persons, 1,685.° 


Infectious Diseases 


An increase was recorded in the number of notifications 
of whooping-cough 216, scarlet fever 110, and dysentery 
64 in England and Wales in the week ending June 2, and 
decreases were reported for measles 3,559 and acute pneu- 
monia 113. 

A fall in the incidence of measles was general throughout 
the country, and decreases of 100 or more in the number 
of notifications were recorded in 14 counties. The largest 
falls were Sussex 347, Essex 309, London 208, and Warwick- 
shire 202. The largest increases in the number of notifica- 
tions of whooping-cough were Lancashire 49, Essex 41, and 
Kent 40. The largest variations in the trends of scarlet 
fever were rises in Yorkshire West Riding 33, Middlesex 
29, London 25, and Glamorganshire 23. The notifications 
of diphtheria were 4 more than in the preceding week. The 
chief features of the returns were a decrease of 5 in Stafford- 
shire and an increase of 4 in Glamorganshire. Of the 20 
cages of typhoid fever 14 were notified in Gloucestershire, 
Cirencester R.D. 

The notifications of acute poliomyelitis were two fewer 
than in the preceding week. Nine cases, one-third of the 
total, were notified in Warwickshire (Birmingham C.B. 4, 
Coventry C.B. 5). This is the largest total for any county 
for the past six months. 

The chief feature of the returns of dysentery was an 
increase in the number of notifications from 65 to 170 in 
Middlesex. This rise was contributed by Ealing M.B., 
where the cases rose from 13 to 104. The other large 
returns of dysentery were London 138 (Islington 42), Lanca- 
shire 97 (Manchester C.B, 23, Bolton C.B. 18), Yorkshire 


West Riding 50 (Huddersfield C.B. 24). In Scotland a rise 
of 51 was recorded in the number of notifications of 
dysentery. The largest returns were Stirling County 53, 
Edinburgh 38, and wastes 37. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported during the nine years 
1942-50 are shown thus ------- , the figures for 1951 
thus —————.. Except for the curves showing notifications 
in 1951, the graphs were prepared at the Department of 
Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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Infant . Mortality in Pretoria 
The 46th annual report of the Medical Officer of Health 
of Pretoria gives infant mortality rates for the city for each 
12 months since 1926-7. The rates for certain 12-month 
periods selected from the figures he gives are shown in the 
Table below. 
Infant Mortality Rates in Pretoria 














Year European | Native | Asiatics _. ings 
1926-7 48-48 385-51 101-26 246-37 137-49 
1931-2 59-41 794-87 112-00 179-48 153-48 
1936—7 52-66 450-24 107-38 112-36 99-42 
1941-2 53-30 353-84 86-42 264-70 96-10 
1946-7 25-90 235-16- 54-73 161-29 53-78 
1949-50 32-34 181-97 75-47 85-23 92-97 














Infant Mortality in Queensland 


Thé infant mortality rate in Qyeensland in 1949 was 24.7 
per 1,000 live births, while in Australia as a whole it was 
25.3 (in England and Wales it was 32.4). The following 
table compares the infant mortality rates in certain years in 
Queensland and Australia : 














y Infant Mortality Rate 
ear 

Queensland Australia 
1901 101-9 103-6 
1911 65-4 68-5 
1921 | 54-1 65-7 « 
1931 | 36-6 42-1 
1941 39-1 39-7 
1949 | 24-7 25-3 








The Queensland population is reproducing itself, and in 
1949 22% more children were born than were required to 
replace the present generation of mothers (Annual Report of 
the Health and Medical Services of the State of Queensland 
for the Year 1949-50). 


The Birth Rate during the War 


The birth rate in England and Wales declined steadily 
during the first years of the last war, reaching 13.9 per 
1,000 of the population in 1941, the lowest level ever 
recorded since the beginning of registration. Unexpectedly 
the»birth rate started to rise in 1942, when the rate of 15.6, 
the highest value since 1931, was recorded. The birth rate 
in the three following years was 16.2, 17.7, and 15.9. The 
slight fall in 1945 was due to the large-scale removal of 
young men from theshome population in 1944. The birth 
rate reached 20.5 in 1947, the highest rate since the rise 
after the 1914-18 war. 

It was generally thought that the rise in the birth rate 
was due to the increasing numbers of young women marry- 
ing and having a child earlier in life than in the preceding 
years. The marriage rate had been rising in the immediate 
pre-war years and was higher than in the two preceding 
decades. . The maintenance of an increasing marriage rate 
necessitated a younger age of marriage. Before 1939 the 
largest proportion of women marrying was in the age group 
25-30, but since 1939 the largest proportion has been in 
the 20-24 age group. The birth rates and marriage rates 
‘for 1938-45 are shown in the following Table: 








. i Birth 
Crude Birth Rate | Legitimate 
Rate per 1,000 Rate per 
Year F andl te al Women | 1,000 Population 
Pp Aged 15-45 
1938 15-1 110 17-6 
1939 14-8 107 21-2 
1940 141 99 22-5 
1941 13-9 94 18-6 
1942 15-6 104 17-7 
1943 16-2 108 14-0 
1944 17-7 117 14-3 
1945 15-9 , 104 18-7 














The Registrar-General’s Statistical Review for the six years 
1940-5 (Text, Vol. 2, Civil) shows that the pattern of 
the birth rate changed considerably. The variations that 
occurred in the distribution of the rank of birth are shown 
in the following Table: 


Legitimate Births. Proportion in Each Birth Order per 1,000 











Births 

Birth 
Birth | 1938 | 1939 | 1940 | 1941 | 1942 | 1943 | 1944 | 1945 
1 | 429 | 426 | 436 | 448 | 459 | 453 | 408 | 407 
2 | 254 | 26 | 251 | 237 | 253 | 271 | 298 | 296 
3 | 129 | 129 | 130 | 130 | 125 | 123 | 440 | 142 
4.| @ | @ | 20! 1] 6 | 6 | 6] 6 
5 a | 4] 4] 4 | 37 | 3s | 35 | 35 
6 2 | 2 | 2 | 2 | 24 21 | 2 | 20 
7 is | 17 | 17] | ts | 234 2] 22 
8 2] 2] i il 9 3 3 8 
9 F 8 7 7 6 5 5 5 
10 5 5 5 5 4 4 3 3 
11+ I 7 7 7 5 5 5 4 4 


























The Table shows that from 1938 to 1942 the proportion of 
first births increased but fell in the following years. In 
1945 the proportions of second and third children were 
larger than in. 1938, while all other birth orders showed a 
relative decline. The proportion of children born into 
large families fell throughout the period, and 52 per 1,000 
births in 1945 were the sixth or later child, compared with 
77 in 1938. There was not only a relative decrease but the 
actual number of the sixth and later rank of birth declined 
from 47,146 in 1938 to 33,437 in 1945, although there were 
15,501 more bisths in 1945 than in 1938. The age distri- 
butions of the mother’s age during the eight years were as 
follows : 


Age Distribution of Age of Mother per 1,000 Legitimate Births 





Age of . 
Mother 1938 | 1939 | 1940 | 1941 1942 | 1943 | 1944 | 1945 





Under 
20 36 39 39 35 30 28 25 27 
20- 233 223 235 249 247 249 247 246 
25- 324 328 327 316 312 290 271 269 
30- 237 238 230 224 235 246 256 249 
35- 126 128 125 129 131 141 153 157 
40+ a4 43 44 47 46 47 48 52 





























This Table shows that mothers over 30 were proportionately 
very much more important in 1945 than in 1938. The 
increase was actual as well as relative; mothers over 30 
years of age numbered 286,531 in 1945 and 248,694 in 
1938. There were 339,660 mothers aged under 30 years in 
1945 and 361,996 in 1938. The increase in the number of 
births to older mothers is interesting and unexpected. The 
distribution of the rank of birth among these mothers is 
shown in the Table below: 


Mothers Aged 30+. Proportion in Each Birth Order per 1,000 
Legitimate Births 








Birth 
Order 1938 | 1939 | 1940 | 1941 1942 | 1943 | 1944 | 1945 
1 233 231 231 250 257 227 218 
2 239 247 240 227 257 285 304 
3 164 165 169 176 174 170 192 198 
+ 109 108 113 118 108 101 106 108 
5 77 79 71 64 63 63 
6 57 35 56 57 47 42 39 
7 41 39 39 39 34 29 25 33 
8 28 28 26 27 22 20 16 1 
9 19 19 18 17 15 12 il 11 
10 13 12 12 12 8 7 
11+ 17 17 17 17 13 il 9 10 





























The increase in the number of children born to women 
aged 30 and over is due to a larger proportion of these 
women having a second and third child. The proportion 
of the fifth- or later-born children declined from 252 per 
1,000 in 1938 to 173 in 1945. The actual numbers of births 
in the fifth and later: ranks of birth were 63,158 in 1938 
and 49,437 in 1945; while the numbers in the first four 
birth orders were 185,536 in 1938 and 237,094 in 1945. 
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Week Ending June 9 


The notifications’ of infectious diseases in England and 
Wales during the week included: scarlet fever 972, whpop- 
ing-cough 3,275, diphtheria 37, measles 14,746, acute pneu- 
monia 372, acute poliomyelitis 52, dysentery 682, para- 
typhoid fever 15, typhoid fever 7. 





Universities and Colleges 








UNIVERSITY OF OXFORD 
The following medical degrees were conferred on June 2: 


D.M.—E. N. Allott, J. W. Gerrard, =. H. Hardy, J. M. K. 
March, E. H. Seward. 

B.M.—J. B. Dossetor, *T. Freeman. 

*In absence. 

The George Herbert Hunt Travelling Scholarship for 1951 has 
been awarded to Dr. Oliver Murray Wrong. 

The University of Oxford proposes to establish a committee for 
a health service for undergraduates, and a statute for this pur- 
pose is to be promulgated in October. The committee wil! super- 
vise the administration of any funds provided by the University 
for'the maintenance of a health service for undergraduates and 
may, in particular, arrange clinical and x-ray examinations, but it 
will not be empowered to provide medical treatment. A director 
of the service, who will also act as secretary of the committee, is 
to be appointed and will be responsible, under the supervision of 
the committee, for the organization and administration of the 
service. The post will be a full-time one and the director will be 
required to reside in or near Oxford. Appropriate experience is 
essential and a higher medical qualification desirable. The initial 
stipend will be within the scale £1,500 to £2,000, with an allow- 
ance of £50 for each dependent child. Applications (twelve 
copies) and the names of three referees should reach the Registrar 
of the University by October 1. 

Dr. Clifford Alan Simmons has been elected to a Horatio 
Symonds Studentship in Surgery for 1951. 

Edwin John Bovett, Scholar of Oriel College, has been awarded 
an Open Scholarship offered to a medical student for entry into 
the clinical school at the Radcliffe Infirmary during the academic 
year 1951-2. 

The Clinical Scholarship offered to a student from Canada for 
entry into the Medical School during ‘the academic year 1951-2 
a awarded to Alexander Grant Macintyre of the University 
of Toronto. 


UNIVERSITY OF WALES 


The following candidates at the Welsh National School of 
Medicine have been approved at the examination indicated : 


TusercuLous Diseases DipLoma.—G. M. Abraham, M. O. 
Alakija, S. S. Bhirdi, C. Y. Chang, G. K.-K. Cheng, I. P. 
Christodoulides, M. K. Dhole, Ethna C. Fox, E. O. Henschel, 
V. W. J. Hetreed (with distinction), W. J. Jesudason, B. I. Malik, 
B. Mukherjee, N. Muniswamy, A.-H. Saeed, C. E. Smith, E. J. 
Valentine, N. Don J. de S. Wijesekera. ° 


UNIVERSITY OF BIRMINGHAM 


The University has received from an anonymous donor a gift 
of the value of £29,000 and a further sum of £1,000 a year for 
seven years, the whole to be applied towards the building of the 
library and lecture theatre at the Medical School. 

A public appeal is to be made to establish a memorial lecture- 
ship as a tribute to the late Sir Leonard Parsons. 

Professor A. P. Thomson has been appointed representative of 
the University at the International Gerontological Congress to 
be held in the United States in September, and Dr. P. G. H. Gell 
representative at the Congress of the International Association of 
Allergists to be held at Zurich in Sepiember. 

Professor Boris Ephrussi, of the Laboratoire de Génétique of 
the University of Paris, has been appointed William Withering 
Lecturer for 1952. 

Dr. Enid Charles, Honorary Reader in Demography and Vital 
Statistics, has been transferred from ‘the Department of Social 
Medicine to the Department of Medical Statistics. 

Dr. S. H. Wajda has resigned the post of Lecturer in Anatomy 
on appointment to the Chair of Histology and Embryology in the 
University of Mendoza, Argentina. 


Medical News 








“Family Doctor” 

The July issue of Family Doctor will be published on 
June 27. The work of the R.A.F. Institute of Aviation 
Medicine is described in an article entitled “The Farn- 
borough Story.” Professor Robert Cruickshank contributes 
an article on “Clean Food in the Home,” and the same 
theme fis taken up in other features. Harold Abrahams 
writes on “ Achievement in Athletics” and Alison Settle on 
“ Qutsize Women.” Other contributions in this issue are 
on open-air holidays, red hair, flies, summer lightning, and 
German drugs. There are also articles on cookery, baby- 
care, first aid, and “ Plump People.” Copies can be ordered 
from any newsagent or direct from the Publishing Manager 
at B.M.A. House. 


West London Medico-Chirurgical Society 

The sixtieth annual dinner of the West London Medico- 
Chirurgical Society was held at the Royal College of 
Surgeons on June 6, when the’ President, Dr. Charles E. 
Newman, welcomed a large company of members and guests. 
Sir Arthur Porritt, in proposing the health of the Society, 
referred to the history of the Society and its close associa- 
tion with the West London Hospital, now approaching its 
centenary. In its membership it had included some of the 
most famous names in British medicine and not a few 
eminent colleagues in other countries. Sir Arthur Porritt 
thought there was everything to be said for the preservation 
of the identity of small medical societies, and he was glad 
that the West London, along with a few others, had resisted 
the great “ merger” of 1907, when the Royal Society of 
Medicine absorbed so many of them. Dr. Charles Newman, 
in his reply, said that the Society was founded at a time when 
the medical world depended on private practice and volun- 
tary hospitals. That state of affairs no longer existed, and 
he intended to call a special meeting of the council to give 
preliminary consideration to the revision of the Society’s 41 
rules to meet more adequately the new situation. Sir Cecil 
Wakeley, P.R.C.S., proposed the health of the guests and 
kindred societies. The latter, represented by their Presidents, 
were the Hunterian Society, the Harveian Society, and the 


Chelsea Clinical Society. The two names with which the - 


toast was coupled were those of Air Marshal Sir Philip 
Livingstone and Dr. Hugh Clegg. He said that Sir Philip 
Livingstone was due to retire this year; they would miss 
his genial presence and his “battleship courage.” They 
gave a special welcome to Dr. Clegg, who, during his 
editorship, had had difficulties with which he as a fellow 
editor sympathized. He also commended the joint effort 
of the Royal Society of Medicine and the British Medical 
Association in the arrangement of the symposia which 
marked medicine in Britain in this festival year. Sir 
Philip Livingstone and Dr. Clegg suitably replied. 


Hospital Pharmacopoeia 

Dr. R. T. Brain, in collaboration with the medical and 
pharmaceutical staff of St, John’s Hospital for Diseases of 
the Skin, has revised the Hospital Pharmacopoeia, the last 
issue of which was made in 1935. The cost of this publica- 
tion is 5s., plus 3d. postage, and can be obtained from the 
secretary, St. John’s Hospital for Diseases of the Skin, Lisle 
Street, Leicester Square, W.C.2. 


Australia to Produce A.C.T.H. 


The Times reports that Sir Earle Page, Australian Minister. 


of Health, has announced that his country is to produce 
A.C.T.H. For eight months the Commonwealth serum 
laboratories have been experimenting with the extraction of 
the drug from various animal glands, and they are now ready 
to begin large-scale production. Australia may supply 
Britain with any partly processed: glands that can be spared. 
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Medical Insurance Agency 

The annual meeting of the Agency was held on June 7 
at B.M.A. House, under the chairmanship of Dr. James 
Fenton. The report of the committee of management on 
the year 1950 showed that never before had the Agency 
rendered such wide service to the medical and dental pro- 
fessions. Clients secured a direct saving on premiums of 
nearly £11,000; and the sum made available to the various 
professional charities, through the operation of covenants 
and gifts, amounted to £25,689. Even more important has 
been the safeguarding of the interests of the Agency’s clients 
by advice as to the most advantageous policies, not only for 
life, endowment, and children’s assurances, but for car, 
household, sickness, fire, and other insurances, and about 
loans for house, car, and equipment purchase. Herein, 
even more than in purely financial advantage, lies the greatest 
benefit which the M.I.A. provides for the profession. The 
report paid emphatic tribute to the efficient services of the 
staff and, above all, to Mr. A. N. Dixon, the general 
manager. Dr. Fenton was re-elected chairman, and 
Dr. Henry Robinson as honorary secretary. Professor 
R. J. Willan and Dr. J. T. Ingram were elected to the 
committee of management, replacing Sir Robert Hutchi- 
son and Professor Sir Francis Fraser. Dr. J. A. Brown, 
Dr. G. Roche Lynch, Sir Ewen Maclean, and Sir Henry 
Souttar were re-elected. Professor J. W. McNee, a member 
of the committee, was congratulated .upon his accession to 
knighthood. A branch at Glasgow was opened in 1950; 
this year further branches have been started at Cardiff and 
Birmingham, and yet another is contemplated in the near 
future at Newcastle-upon-Tyne. 


Foot Health i 

The Foot Health Bureau has produced a bulletin called 
Feet and Footwear, dealing with children’s shoes. Copies 
of the leaflet have been sent to medical officers, school 
medical officers, physiotherapists, and chiropodists, and the 
Bureau (21, Ebury Street, London, S.W.1) will be glad to 
send cgpies to anyone interested. 


Ciba Foundation Lecture 

Professor B. A. Houssay, Director of the Instituto de 
Biologia y Medicina, Buenos Aires, will deliver a Ciba 
Foundation lecture on July 3, at 6 p.m., at the Royal 
Institute of British A®chitects, 66, Portland Place, W.1. His 
subject will be “ Sex Hormones in Diabetes.” The chairman 
will be Lord Horder. Admission is by ticket, obtainable 
free from the Secretary, The Ciba Foundation, 41, Portland 
Place, W.1. 


Manchester Region Blood Transfusion Centre 

The Regional Blood Transfusion Centre (Director, Dr. F. 
Stratton) moved on June 13 to new premises at Roby Street, 
Manchester, 1. Telephone: Central 8181. 


COMING EVENTS 
Festival Scientific Meetings 


There is still accommodation available for the following 
meetings : 


Date and Time Subject 

Tuesday, June 26, 10 a.m... The Diagnosis and Manage- 
° ment of Early Mental 
Disorders 
Tuesday, June 26, 4.30 p.m... Tropical Medicine 
Wednesday, June 27, 10 a.m. Reactions in General Practice 
to Scientific Advances 

Wednesday, June 27, 4.30 p.m. Epidemiology 
Monday, July 9, 4 p.m. Odontology. 

The morning session on June 27 is designed particularly to 
interest general practitioners. Members wishing to obtain 
tickets for any of the above meetings are advised to apply as 
early as possible to the joint secretary of symposia, B.M.A. 
House, Tavistock Square, London, W.C.1. All other 
symposia are full (for programme see Journal, June 2, 
p. 1277). 





Contraceptive Technique 

A lecture and demonstration (on living models) on contra- 
ceptive technique will be given by Marie C. Stopes, Ph.D., 
at the Mothers’ Clinic, 108, Whitfield Street, London, W., . 
on Thursday, July 5, at 2.30 p.m. Tickets must be obtained 
in advance as space is limited. 


Association of Industrial Medical Officers 

The association will be holding their annual provincial 
meeting in Sheffield from July 16-20. The meeting is a 
residential one, with the main residence at Crewe Hall, 
Clarkehouse Road, Sheffield, 10. Full particulars may be 
obtained from the hon. secretary, Dr. J. A. A. Mekelburg, 
Peek Frean and Co. Ltd., Keetons Road, Bermondsey, S.E.16. 


Festival Lectures in Tropical Medicine 

The Royal Society of Tropical Medicine and Hygiene has 
arranged two special meetings for the benefit of overseas 
Fellows and other visitors to this country to ,be held at 
Manson House, 26, Portland Place, London, W., on July 18 
and 19, at 7.30 p.m. On Wednesday, July 18, Sir Harold 
Scott will give a discourse on “ Some British Contributions to 
Tropical Medicine,” to be followed by medical films of 
general interest. On Thursday, July 19, Professor H. E. 
Shortt, F.R.S., will read a paper on “ The Life Cycle of the 
Malaria Parasite,” followed by a demonstration. All 
interested in tropical medicine are invited. 


Second International Congress of Internal Medicine 

The congress will be held‘in London from September 15 
to 18, 1952, under the presidency of Dr. W. Russell Brain. 
Sir Harold Boldero is acting as secretary, and all inquiries 
should be addressed to him at the Royal College of Physi- 
cians, 12, Pall Mall East, London, S.W.1. 


XIith Congress of Stomatology 

The twelfth French Congress of Stomatology will be held 
in Paris at the Fondation Eastman, October 8-13, under the 
chairmanship of Dr. René Vincent. Communications for 
presentation at the meeting have already been received from 
a number of other European countries and from the United 
States, but no papers have yet been submitted from ,Great 
Britain. The organizers would welcome the participation of 
British doctors who have specialized in dental problems, and 
those interested are requested to write to Dr. Friez, Secré- 
taire Général, XII Congrés Francais de Stomatologie, 42, 
rue Notre-Dame des Champs, Paris, 6. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures 
marked @. Application should be made first to the institution 
concerned. 
Friday 
INSTITUTE OF NEUROLOGY, National Hospital, Queen Square, 
London, W.C.—June 22, 5 p.m., “ The Treatment of Petit Mal 
Epilepsy,” Guest Lecture by Dr. B. Ch. Ledeboer (Heemstede). 


Monday 


Mepico-LecaL Societry.—At 26, Portland Place, London, W 
June 25, 8.15 p.m., “A Gpopmparison Between the Medical 
Examiner's System and the Coroner’s System in the United 
States,” address by Dr. Theo J. Curphey (New York). 

Roya Eye Hospitat, St. George’s Circus, Southwark, London, 
S.E.—June 25, 5. 30 p.m., “ The Surgical Anatomy of Orbital 
Exploration,” ’by Professor Thomas Nicol. 


Tuesday 


INSTITUTE OF NEUROLOGY, National Hospital, Queen Square, 
London, W.C.—June 26, 5 p.m., “ Brain Abscess,’’ Guest 
Lecture by Dr. Joe Pennybacker. 

PADDINGTON MeEpicaL Society.—At St. Mary’s Hospital. 
Paddington, London, W., June 26, 8.45 p.m., 21st annual 
general meeting, ‘‘ Genius "and Madness,” by Dr. L. Zeitline. 

SocieETY OF APOTHECARIES OF Lonpon, Apothecaries’ a — 
Friars Lane, Queen Victoria Street, E.C.—June 26, 

“ Thyroid in Heart Disease,” Sixth Joseph Strickland Scpdaii 
Memorial Lecture by Dr. T. Jenner Hoskin. 

West Enp Hospirat For Nervous Diseases, 40, Marylebone 
Lane, London, W.—June 26, 2.30 p.m., “Common Virus 
Infections of the Central Nervous System,” clinical demonstra- 
tion in neurology by Dr. T. Rowland Hill. 
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Wednesday 
RenaL AssociaTion.—At Ciba Foundation, ‘41, Portland Place, 
London, W., June 27, 4.30 p.m., general meeting preceded by 
annual meeting. 23 Nephron Dissections from Cases of Acute 
- Renal Necrosis,” by Dr. E. M. Darmady. 


Thursday 
RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields. 
London, W.C.—June 28, 3.45 p.m. “The Red Blood 
Corpuscles,” Arnott Demonstration by Dr. F. S. Gorrill; 
5 p.m., “ The Newer Antibiotics,’’ Ophthalmology Lecture by 
Professor Arnold Sorsby. 


Friday 
MEDICAL SOCIETY FOR THE STUDY OF VENEREAL DISEASES, -11, 
Chandos Street, London, W.—June 29, 8 p.m., general meeting. 
“ Bejel,”” by Dr. Hudson. To be followed by a discussion. 
RoyAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—June 29, 3.45 p.m. » Blood Coagulation, with 
er —— to Heparin,” Arnott Demonstration by / 
orri 





APPOINTMENTS 


CHopPInGc, P. T., M.B., B.S., D.M.R., Consultant Radiotherapist to 
Hospitals in Western Part of East Anglian Region and United Cambridge 
Hospitals, East Regional Hospital Board. 

HOSPITAL FOR SICK CHILDREN, Great Ormond Street, London, W.C.— 
House-physician (Senior House Officer Grade), R. C. Roxburgh, M.B., B.Ch., 
D.C.H. House-surgeon (Senior House Officer Grade), A. Katz, Ch.M. 
Resident ee Mtoe 2 =. Jackson, M.B., Ch. 

a Consultant Anaesthetist, Centra! Middle- 
vex Hospital Acton Lane; Pak oo st Physi ys 
t cian to Clinical 
soa A i Hospital Plymouth Area, 

NORTH-EAST METROPOLITAN | non ll HosprraL. Boarp.—Part-time 
Consultant Fagin, Chelmsford Child Guidance Clinic, Winifred M. 
Burbury, M.B., B.S., D.P.M. Part-time Consultant Radiologist, St. George- 
in-the-East Hospital, F, Bush, M.B., B.Ch., D.M.R.E. Part-time Consultant 
Radiologist, Metropolitan Hospital, A. Elkeles, M.D., D.M.R.E. Part-time 
Consultant Radiologist, Queen Elizabeth Hespital for Children, B. C. H. Ward, 
M.R.C.S., L.R.C.P., D.M.R. Part-time Consultant Neurologist, Bethnal 
Green and Mile End Hospitals, K. W. G. G. Heathfield, M.D., M.R.C.P. 
Full-time Consultant Physician in Diseases of the Chest, "Hertford Group z 
Hos, nals and ile BN s Bch MRCP ertford, and Waltham Abbey Chest C. 

RIDEHALG ng R.C. >, Consultant Chest Physic: United 
— ca Paani ataenae 


ROBERTS, MARGARET Jones, M.B., Ch.B., D.P.H., Medical Officer of 
Health, Western Area No. 2, and Assistant County Medical Officer, 
Denbighshire. 

SmitH, ToM, M.B., F.R.C.S.Ed., F.R.F.P.S., M.R.C.O.G., 
Obstetrician and Gynaecologist, Northern Regional Hospital Board er ney 
SOUTH-WESTERN REGIONAL HospiTaL BOARD.—Clinical Assistant in Neuro- 
logy to West Cornwall Clinical Area, H. D. Eddy, B.M., B.Ch. Clinica 
Assistant ee mT Nose, and Throat to Trowbridge and District Hospital, L. S. 
Henry, M.B., B.S., F.R.C.S.Ed. Medical Registrar to Southméad Hospital, 
—— o RD. G. Creery, “0. Rie. , 

STEELE, GEORGE ED, M.B., Ch.B., Assistant Divisional Medical Officer 
of Bem Lancashire County Council. 

WapswortH, William Victor, M.B., Ch.B., M.R:C.P., D.P.M., Deputy 
Medical Superintendent, Cheadle Royal Hospital. Cheshire. 





BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Burgess.—On June 5, 1951, at Capetown, to Phil (formerly Hewitt), wife 
of Surgeon Commander P. G. Burgess, R.N., a son. 

Fredoun.—On June 9, 1951, at St. Chad’s Hospital, Birmingham, to the 
wife of Dr. J, Fredoun, a son 

Gardner.—On May 12, 1951, at ‘Oldenburg, Germany, to Helen, wife of 

. L. Gardner, M.B., M.R .C.P.Ed., a daughter—Rosalind. 

James.—On May 22, 1951, at University College Hospital, to Elisabeth 

(formerly Withers), M.B., B.S., D.C.H., wife of D. W. James, M.B., 


B.S., a daughter. 
DEATHS 


a Sie June 1, 1951, at Nairobi, Kenya, John Walker Cathies, M.B., 


Chadwick.—On June 9, 1951, at Kibworth, Leics, Harold Chadwick. 
M.R.C.S., L.R.C.P 

Dukes.—On April 26, 1951, at Mangonui, New Zealand, Edmund Sprague 
Dukes, M.B., aged 82. 

Reynalds.—On June 4, 1951, Reginald Reynalds, L.S.A., of 5, Redland 
Green Road, and 464, Stapleton Road, Bristol. 

Robertson.—On May 28, 1951, at Westbrook, Kent, a Menzies Robert- 
son, M.B., Ch.B., D.P.H., late of Slough, aged 48 

Robinson.—On June 6, 1951, Frank Robinson, M.B., Ch.B., of Inglewood, 
Astley Bridge, Bolton. 

Startin.—On June 1, 1951, at Greenbanks Hospital, Plymouth, John Startin, 
M.C., M.R.C.S., L.R.C.P., Major, R.A.M.€., retired, aged 67. 

Somers.—On June 11, 1951, at Aldeburgh, Suffolk, Charles Dudley Somers, 
O.B.E., M.B., B.Ch., aged 81. 

Stewart.—On June 1, 1951, Francis Hugh Stewart, D.Sc., M.D., D.P.M., 
Major, I.M.S., retired, of Strafford, Grouville, Jersey, aged 70. 

Stuart-Webb.—On June 14, 1951, at Mortlake, Ralph Edwin Stuart-Webb, 
M.B., B.S., of 248, Sheen Lane, East Sheen, and 86, Brooke Street, 
London, W. 

Taylor.—On June 2, 1951, at ** Brynhirfon,”” Cymmer, Port Talbot, Glam., 
i McKane Taylor, M.B., Ch.B., late of Dervock, near Coleraine, 

. Ireland. 

Young.—On June 8, 1951, at The Glen, Rickmansworth, Herts, Charles 

Melville Young, M.B., Ch.B., late of Wandsworth, aged 75. 


Any Questions ? 








Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. ; 


Home Treatment of Intermittent Claudication 


Q.—What home treatment is advised for an old man 
with fairly severe intermittent claudication : ? He is strongly 
averse to going to hospital. 


A.—One may assume that this patient has arteriosclerosis 
of his femoral, popliteal, and tibial arteries, that he has not 
got diabetes, and that the claudication is of the third degree 
—which means that when the pain comes on it is bad 
enough to stop him walking. © 

The objects of treatment are to prevent the condition 
becoming worse, to avoid infection and damage to the limb 
(with the danger of gangrene), and to open up a collateral 
circulation. The development of a collateral circulation 
often leads to marked clinical improvement, which is why 
careful treatment is so well worth while. 

Tobacco-smoking should be strongly discouraged and, if 
possible, stopped altogether. If the patient is overweight 
this should be corrected. Extra clothing should be worn 
day and night. Exercise up to the point at which pain is 
produced is beneficial—that is, within the patient’s “ claudi- 
cation distance.” Raising the, heels of the shoes a quarter 
or half an inch (0.62-1.25 cm.) is worth trying; and the 
patient may be taught to walk in such a way that he uses 
his calf muscles (or whatever other muscles are affected by 
claudication) as little as possible. A stout walking-stick 
may be helpful. A warm bath each morning is often a 
comfort ; the temperature of the water must not be above 
103° F. (39.4° C.), and a bath thermometer should be handy 
to ensure this. 

Of the vasodilator drugs, “ priscol” is the one in favour 
at present. It is given by mouth in tablet form (25 to 
50 mg.) after the four main meals of the day. Smaller 
doses should be given at first so that sensitivity to the drug 
and side-effects may be recognized and avoided—flushing, 
sweating, palpitations, postural giddiness or faintness, head- 
aches, gooseflesh, or indigestion. Priscol is most useful 
when the vasospastic element is most marked. Vitamin E 
may be given by mouth at the same time (50 to 100 mg. 
four times a day); and this should be continued for some 
months, as its beneficial effect does not become evident 
straight away. It is somewhat expensive, and it may be 
difficult to differentiate between the delayed benefit from 
vitamin-E therapy and the improvement which follows 
the spontaneous physiological development of a collateral 
circulation. There is no known pharmacological action of 
vitamin E to support the belief that it has a vasodilating 
action. There is some doubt also about the efficacy of the 
other vasodilator drugs (such as aspirin, alcohol, nicotinic 
acid, carbachol, and papaverine sulphate), because when 
these produce generalized vasodilatation the blood supply 
to the ischaemic: limb may even be reduced owing to 
increased blood flow elsewhere. Special care should be 
taken to avoid the use of vasoconstrictor drugs such as 
ephedrine, adrenaline, amphetamine, or ergotamine 
derivatives. 

Buerger’s exercises are easy to do at home. Apparatus 
for intermittent venous occlusion can be hired. There are 
two simple and valuable surgical procedures which can be 
done under local analgesia in an out-patient department, 
or even in the patient’s home; these are phenol lumbar 
sympathetic block and tendo-Achillis tenotomy. When 
other measures fail to relieve symptoms one or other of 
these comparatively minor surgical procedures may be 
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Prophylactic treatment to avoid damage to the feet, and 
to prevent the arterial condition becoming worse, is of very 
great importance, and care should be taken to prevent injury 
or infection of every sort, especially when cutting corns and 
toenails. Abrasions and epidermophyton infections of the 
feet must be treated with respect. Strong antiseptics and 
analgesic ointments should be avoided altogether, and 
penicillin and sulphonamide ointments applied with care 
because of possible local allergic reactions. Suspenders 
and tight bandages should not be used. Socks and stock- 
ings should be soft and of ‘a good fit, close-woven, without 
darns, and put on clean each day ; two pairs of thin socks 
are better than one thick pair. Bedsocks may be worn at 
night. Boots and shoes should be roomy, smooth inside, 
fleece-lined, and waterproof, with thick rubber soles and 
heels. A soft._rubber arch-support may reduce the work 
of the smaller muscles of the foot and thus diminish 
claudication in them. Hot-water bottles and electric pads 
must not be placed too near the skin at night, and the 
patient should be advised not to sit with his legs in front 
of the fire or radiator, because ischaemic tissues are easily 
damaged. He should never sit with one knee crossed over 
the other. 


Retching with False Teeth 


Q.—What can be done for a patient who is unable to 
wear dentures because of persistent retching ? 


A.—The usual cause of persistent retching with dentures 
is that the upper denture has been extended too far back, 
coming in contact with the soft palate. Care should be 
taken that the denture is not extended too far posteriorly ; 
and in difficult cases, where even the mucosa over the hard 
palate is sensitive, a horseshoe type of denture, leaving a 
large part of the palate clear, may sometimes be of value. 
Stability is greatly decreased if a horseshoe shape is 
employed, owing to lack of adequate suction, but pro- 
pri¢tary adhesive powders may be of assistance. Nervous 
patients occasionally complain that dentures make, them 
retch when they first try to wear them. This stage is usually 
soon overcome, however, particularly if it is pointed out, 
somewhat bluntly, that either they will have to try to over- 
come the tendency to retch or go without teeth. 


Treatment of Chronic Nasopharyngitis 


Q.—Could you tell me whether the inhalation of penicil- 
lin would be of value in treating chronic nasopharyngitis 
associated with penicillin-and-sulphonamide-sensitive Micro- 
coccus catarrhalis? Alternatively, would penicillin and 
sulphonamide snuff be better? 


A.—Micrococcus catarrhalis can be eliminated from the 
nasopharynx by the use of penicillin inhalations or snuff, 
but as it is a normal inhabitant of this region it returns 
soon after the treatment is stopped. The patient’s symp- 
toms are not usually relieved to any extent, as Micrococcus 
catarrhalis is unlikely to be the causative organism. 

The treatment of chronic nasopharyngitis still depends on 
general measures—for example, avoidance of dust, tobacco, 
and alcohol, and attention to digestive disturbances, and on 
local treatment particularly directed to the nose and para- 
nasal sinuses. 


Fibrinoid Degeneration of the Placenta 


Q.—What is the cause of the white, irregularly shaped 
plaques, resembling icing, sometimes seen on the foetal 


side of the placenta? If they are very extensive they can 
cause retention of the placenta. 


A.—This thickening of the foetal surface of the placenta 
is probably the change called “ fibrinoid degeneration ” (by 
Hitchmann and Lindenthal). This is the earliest and com- 
monest degenerative process observed in otherwise normal 
placentae. The subchorionic deposition of fibrin-like 
material is seen to a varying degfee in almost all placentae 
in late pregnancy. There are flat, opaque, or whitish 


‘impeded through the 


plaques which may be only just visible or may cover the 
entire chorionic plate. There may be central liquefaction 
and pseudo-cyst formation, and sometimes there may be 
calcification; very rarely is the maternal circulation 
intervillous space. There is no 
reason why this common change should be associated 
with retention of the placenta. 


is denied maternal nourishment, with resultant infarction. 


“Pathogenesis of Hydrops Foetalis and Icterus Gravis 
Neonatorum 


Q.—If haemolysis 
immunization, how does this produce hydrops foetalis, 
and why does icterus usually appear only after birth? 


A.—Haemolysis causes hydrops foetalis by producing very 
severe anaemia, which in turn leads to cardiac failure. 

In the syndrome of icterus gravis neonatorum the serum 
bilirubin concentration is already raised at the moment of 
birth, and anaemia can almost always be demonstrated if 
cord blood is examined. It is generally believed that bili- 
rubin is excreted by the foetus across the placenta and that 
the main cause of the post-natal rise in bilirubin concentra- 
tion is delay by the newborn infant in establishing an 
efficient means of excreting bilirubin. 


Persistent Urinary Infection 


Q.—A man of 50 has a persistent Bact. coli urinary tract 
infection. The left kidney was removed four years ago (on 
account of attacks of left renal pain), the prostate last year 
(because of a chronic prostatitis), and now he is stated to 
have diverticulitis, which is thought to be the basic lesion. 
What treatment is advised ? 


A.+The relationship between diverticulitis and a chronic 
urinary infection is obscure, unless a vesico-colic fistula is 
present. If this is not the case and the urinary infection 
has proved resistant to all treatment, some underlying 
urinary stasis is probably present. Investigation of the 
sensitivity of the organism to the available urinary anti- 
septics might prove useful. Many patients with chronic 
and intractable urinary infections are helped by taking 
very small doses of sulphadimethylpyrimidine (“ sulpha- 
methazine ”) daily; 4-1 g. daily (1-2 tablets) can usually 
be taken indefinitely without the organism becoming 
sulphonamide-resistant and is sufficient to keep the infec- 
tion in check, reduce the pyuria, and provide marked 
symptomatic relief. This treatment may not be possible 
if renal insufficiency is present. In this case regular small 
doses of chloramphenicol, 250 mg. twice daily, may prove 
useful, though it is too early to say how long this can be 
continued. 


Oestrogens and Progesterone in Rheumatoid Arthritis 


Q.—Have oestrogens and/or progesterone any value in 
the treatment .of long-standing rheumatoid arthritis ? 


A.—No. 
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This is also true for a 
similar change occurring in the villi beneath the syncytium; — 
although the latter may be so extensive that an area of villi ~ 


is the manifestation of Rh iso-, 
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